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Abstract
BACKGROUND: This thesis explores the 21^ Century student nurse journey of
professional socialisation in compassionate practice. The concept of compassion in nursing 
is currently under the spotlight following reports that indicate a lack of compassion within UK 
nursing care. Compassionate practice is a requirement within nursing and a stipulated 
expectation of student nurse professional preparation, and yet compassion is a complex and 
contested concept.
METHOD: Using qualitative methodology, a Glaserian Grounded Theory study was
completed that involved in depth individual interviews with nineteen student nurses in the 
North of England over an eighteen month period. Through the iterative process of constant 
comparison, theoretical sampling, coding and comparing themes from within the student 
interview data, a new Grounded Theory of student nurse socialisation in compassionate 
practice was identified. Supplementary data from interviews with five nurse teachers and the 
NHS patient and staff surveys from within the students’ geographical area of practice 
contributed to the discussion.
FINDINGS: Students reported exposure to variability in practice and a lack of understanding 
about expectations of the Registered Nurse role and emotional labour boundaries, within the 
enactment of compassionate practice. This left them feeling vulnerable and uncertain of 
their future. They experienced dissonance between the professional ideal of compassionate 
practice and the practice reality they witnessed. Students managed the dissonance by 
balancing their intentions: to uphold the compassionate practice ideal or relinquish it in order 
to survive reality when they became a Registered Nurse.
CONCLUSIONS: Student nurse socialisation in compassionate practice involves managing 
the uncertainty and vulnerability associated with dissonance between professional ideals 
and practice reality, leaving student nurses balancing their intentions towards or away from 
compassionate practice. This new Grounded Theory has important implications in relation to 
nurse education and nursing practice where compassionate practice is an expectation of 21^ 
Century nursing.
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CHAPTER 1: 
THESIS OVERVIEW
1.1 Introduction
This study arose from my personal curiosity about student nurse socialisation. As a 
registered nurse (RN) and nurse teacher with over 25 years of experience, I was interested 
in student nurse preparation for professional practice. I was aware of challenges to the 
socialisation of student nurses from previously published literature (Melia, 1884; Smith, 
1992) and I wondered if the challenges had changed since those studies were undertaken, 
as nursing practice and nurse education had continued to evolve during the subsequent 25 
years.
Completing this study involved investigating and analysing student nurses’ experiences 
within a 2 f^ Century United Kingdom (UK) Professional Preparation in Nursing Programme, 
to create new understanding of student nurse socialisation in compassionate practice. It 
involved careful exploration of data and bringing these data together into a new Grounded 
Theory that could inform health professional education and nursing practice. During the 
process of research and writing the thesis, I challenged my own beliefs and challenge 
current understanding of the concepts of compassionate practice and student nurse 
socialisation. Chapter 1 provides the reader with a brief overview of all subsequent 
chapters.
The thesis has been set out to enable the reader to follow the development of my thinking as 
I explored and analysed. The initial focus of the study was a general exploration of 
professional socialisation within 21®^ century nurse education and practice. Following 
interviews with the first four student nurse participants and exposure to their concerns about 
challenges to engaging in compassionate and high quality nursing care, the focus of my
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study was refined to an exploration of student nurse socialisation in compassionate practice. 
The decision to focus on ‘compassionate practice’ as opposed to compassionate care, 
caring, or compassionate relationships, was one that was made to reflect the students’ own 
expressions of concern. The students who participated in the first four interviews spoke 
about their experiences and concerns in relation to professional practice expectations and to 
showing and having compassion for their patients.
Where appropriate I have written in the first person to provide the reader with a view into my 
thinking. In this way I strengthen the transparency of the research process, expose my 
thinking to enhance credibility and trustworthiness, and demonstrate personal reflexivity 
(Webb, 1992). While writing this thesis, it became evident to me that constraining myself to 
the third person could neutralise my thoughts and impose a sense of outsider observation on 
the research process, rather than the reality which was an exciting journey of discovery. The 
use of the first person within qualitative research has been increasingly accepted as 
appropriate, particularly within nursing research (Jenkins et al., 2009; Bonis, 2009; Bishop 
and Shepherd, 2011), and has enabled me to explain the journey to new understanding of 
socialisation in compassionate practice. However, I also write in the third person where 
objective neutrality appears more appropriate to the argument or discussion.
1.2 Background to the Study
Chapter 2 provides the reader with the background to the study of student nurse 
socialisation in compassionate practice. It explains the iterative approach to the literature 
review and the debate on whether literature reviews are acceptable deviations in the original 
stipulations of Grounded Theory methodology.
As background to the study. Chapter 2 reviews the changes in nurse education and nursing 
practice during the last 25 years and the growing expectations on the provision of 
compassion within healthcare from the Nursing and Midwifery Council (NMC) professional
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regulations and standards (NMC, 2010; NMC, 2010a) and Department of Health (DH) policy 
in the UK (DH, 2008a; DH, 2008b). These expectations are discussed within the 21®* 
Century context of a National Health Service (NHS) that faces economic constraints, which 
in turn challenge the principles of healthcare that is free at the point of delivery as 
privatisation becomes an expectation of some services (DH, 2012), and within a nursing 
profession that has changing and increasingly complex roles within the multi-professional 
approach to care (DH, 2006a). The expectations of nurse education to prepare students to 
practise and to be able to adapt as the expectations of the RN role evolve are also outlined 
(NMC, 2010).
Despite an extensive body of literature on student nurse education and preparation for 
professional practice, there is a very limited exploration of the journey to becoming a RN 
within the 21®* Century environment in the UK, where compassion is an explicit expectation. 
Understanding student nurse socialisation in compassionate practice is imperative if student 
professional preparation is to make them ‘fit for purpose’, a requirement of nurse education 
(NMC, 2010). Using this background to the study. Chapter 2 identifies the research aims 
and research questions.
1.3 Literature Review -  The Concept of Compassion in Healthcare
Within Chapter 3, the concepts of compassion and compassionate practice are defined and 
explored using published research and literature across the hierarchy of evidence, including 
government reports and expert opinion. The focus is centred on compassion being a 
complex concept that fundamentally means recognition of suffering in another person, 
combined with a desire to relieve that suffering (Concise Oxford Dictionary, 2003). The 
question of whether compassion is desired or required within nursing and how 
compassionate practice can be defined, are examined and challenged. The relationships 
between compassionate practice and emotional labour are also explored and the emotional
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labour of nursing is defined and discussed (Smith, 1992). Compassion is also explored as a 
concept within the realms of emotions, virtues, values, behaviours, quality of care indicators 
and as a professional ideal (Schantz, 2007). From these explorations, a view of compassion 
is offered to the reader to clarify understanding of compassionate nursing practice.
1.4 Literature Review -  Professional Socialisation
Chapter 4 provides an exploration of current understanding in the process of professional 
socialisation and the importance of socialisation for professional preparedness and retention 
within the profession. The contribution of research from 1980s and 1990s is appraised 
(Melia, 1982; Smith, 1992) as well as more recently published research on education and 
practice that influence socialisation in nursing (Mackintosh, 2006; Mooney, 2007; Maben et 
al., 2007), such as a sense of belonging (Levett-Jones and Lathlean, 2008) and leadership 
in practice (O’Driscoll et al., 2010). Research on the personal qualities that appear to 
influence socialisation in nursing are examined, with a particular focus on maturity and 
gender (Drury et al., 2008; McLaughlin et al., 2010). The maintenance of professional 
values is also explored and concern about students’ loss of caring behaviours as they 
progress through their education is examined (Murphy et al., 2009). Gaps in the literature 
are exposed that demonstrate rationale for exploration of student nurse socialisation in 
compassionate practice.
1.5 Methodology
Choosing a methodology for research requires identifying a fit not just for the focus of the 
study but also for the researcher’s philosophy towards the creation of knowledge. For that 
reason, sections of Chapter 5 are written in the first person as I explain my research journey 
and the rationale for choosing Grounded Theory. I also examine the early evolution of
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Grounded Theory and ensuring rigour (Glaser and Strauss, 1967; Charmaz, 2006). I 
explore the subsequent evolution of Grounded Theory and the difference between the 
Glaser (1992) and the Strauss and Corbin (1998) approaches, and the decision to pursue 
Glaserian Grounded Theory (Artinian et al., 2009) following experiences with analysis of 
data from the first four student interviews. Glaserian Grounded Theory provides an inductive 
methodology that allows the researcher to ‘identify the main concern’ of participants and the 
‘behaviours they use to resolve their main concern’ (Artinian et al., 2009, p9).
1.6 Research Method
In Chapter 6, the research design and research method are explained. The reasons for 
undertaking individual in-depth interviews with student nurses at a University remote from 
the researcher’s place of employment are provided. The need for digital recording and 
transcription of the 19 student nurse interviews, and the subsequent management of the 
data using NVivo8, are discussed in relation to ‘acceptable’ adaptation within Grounded 
Theory (Artinian et al., 2009). The rationale for student recruitment and theoretical sampling 
is given and the provision of the opportunity for member checks, where participants are 
provided with their transcripts for comment, is examined. The participant profile is provided 
and demonstrates participants consisted of males and females; some were mature in age 
while some had recently finished school, and that they were at different stages in their 
diploma or BSc programmes.
The process of in-depth interviewing is explored and researcher reflexivity is provided, 
captured within memos, to expose development of the interviews and make the process of 
data collection and analysis transparent. Ethical considerations are explained and the 
process of ensuring ethical research practice within this study is provided. The iterative 
nature of the research process is discussed, with reference to the refinement of the research
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focus following the first four interviews and exposure of their compassionate practice 
concerns during their socialisation.
The decision to explore supplementary data in order to provide a peripheral perspective is 
also explained; data collected through nurse teacher interviews and data already in the 
public domain published from NHS staff and patient surveys. Finally, Chapter 6 provides the 
details of the analytical processes of constant comparison, theoretical sampling, coding and 
reaching data saturation, with new understanding of socialisation in compassionate practice 
emerging from the student experiences.
1.7 Early Interviews: Findings and Discussion
Chapter 7 provides the initial analysis and findings following the first four student interviews, 
subsequently referred to as the ‘early’ interviews, as these interviews yielded an unexpected 
new direction for the focus of the study; taking the focus from a general exploration of 
professional socialisation to student socialisation in compassionate practice. The steps the 
researcher took in overcoming initial challenges during the recruitment and data collection 
are also explained.
The first four students’ interview transcripts demonstrated their concern for engaging in 
compassionate practice and the challenges they faced in this endeavour, such as their 
difficulty in understanding how RNs found time to get to know their patients as most of the 
personal care was provided by student nurses and Health Care Assistants (HCAs) who by 
individualised and intimate engagement could learn of patients’ suffering. The first four 
students also identified their feelings of vulnerability, their uncertainty in what was expected 
of them and of RNs, how the reality of RN practice differed from what they expected, and 
how they attempted to cope with the demands of nursing. The initial analysis of the first four 
transcripts provided a rich, new and unexpected perspective on the student experience of 
professional socialisation. They were particularly concerned about their future ability to
6
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engage in compassionate practice when they became RNs, as their learned professional 
ideals appeared to differ from some of the practice they witnessed within their placements; 
such as ‘conveyor belt’ approaches to care compared to individualised person-centred care.
Presentation of the findings and analysis from the early interviews is through quotes taken 
directly from students’ transcripts, identified as illustrative of the point under discussion 
within the analytical coding. The student experiences are also analysed and the findings are 
explored alongside current understanding within published literature.
1.8 The three conceptual codes emerging from the data
Chapters 8, 9, and 10 explore the data collection and analysis that continued with 
subsequent student interviews and the three main areas of concern that emerged from 
student experiences and became the three theoretical or conceptual codes that created a 
new Grounded Theory of student nurse socialisation in compassionate practice.
During the analysis, extensive memos were written to understand the open and selective 
codes identified through line by line and incident by incident analysis. Transcripts and 
memos were visited time and again to refine the analysis as more data provided greater 
insight. Common concerns for all students emerged from over 110 open and ‘in vivo’ 
codes. These concerns were further analysed to identify 44 substantive codes that related 
to student nurse socialisation in compassionate practice. These 44 substantive codes were 
then further analysed and from these 14 selective codes were identified. These 14 selective 
codes were analysed and three theoretical or conceptual codes emerged:
1. Uncertainty and concern about the expectations of the RN role, values and ideals within 
the reality of nursing in relation to compassionate practice and how students manage 
this uncertainty;
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2. Concern about vulnerability to the consequences of emotional labour for compassionate 
practice and how students manage this vulnerability;
3. Concern about the impact of constraints on compassionate practice that exists within 
the reality of the practice environment and how students manage these constraints
From this analytical coding activity a core category was visible that had theoretical sensitivity 
to all the data. By exploring participants' concerns and management of these concerns, the 
fundamental focus of Glaserian Grounded Theory (Artinian et al., 2009), and by trusting in 
emergence (Glaser, 1992), a new Grounded Theory to explain student nurse socialisation in 
compassionate practice within 21®* Century nursing became evident.
Student concerns and how they managed them were considered extensively through memos 
written within each stage of the coding processes, allowing a core category to emerge that 
explained students’ socialisation: balancing intentions to manage dissonance between 
the professional ideal of compassionate practice and the practice reality.
Solutions to resolve students’ concerns were not evident within their socialisation 
experiences and so complete resolution of concerns was not demonstrated and they were 
left balancing their compassionate practice intentions. Student nurse socialisation left them 
uncertain and feeling vulnerable and it did not appear to give students confidence they could 
engage in compassionate practice as a RN, despite belief in the professional ideal of 
compassionate practice.
1.8.1 ‘It’s not what I expected’ - Uncertainty about Role, Values and Ideals
Chapter 8 focuses on the first conceptual code. Students expressed uncertainty about the 
role, values and ideals of the RN in relation to compassionate practice. The uncertainty was 
experienced as a result of diversity within role modelling and dissonance between 
expectations of RN practice based upon theoretical learning and witnessed practice. Data
8
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also indicated considerable uncertainty among students about the difference between the 
expectations of the roles of HCAs and RNs and their ability to engage in compassionate 
practice. The professional ideals of holistic and person-centred care that make up 
compassionate practice, such as ‘attending to the little things’ that made a big difference to 
patient comfort, and the professional ideal of building therapeutic relationships with patients, 
were seen by students as under threat within the witnessed reality of RN practice.
Students’ accounts also demonstrated that they were all very different as individuals and 
their exposure to learning from their personal life, practice placements and the University all 
contributed to their socialisation in compassionate practice. Students recognised that some 
of their understanding of the RN role changed as they went through the programme, as they 
were exposed to new experiences. Some students identified their maturity and their own life 
experiences as enabling them to empathise and so build compassionate relationships with 
those they cared for.
Students had clear ideas on what the values and ideals in nursing should be, such as 
compassion, building individualised and therapeutic relationships, humanising care, 
providing comfort at the end of life, being non-judgemental, non-discriminatory, confident, 
knowledgeable and skilful, providing evidenced based care, health promotion and managing 
conditions, and treating people with respect and dignity. By moving from placement to 
placement students saw wide variations in RN role-modelling and approaches to 
compassionate practice. Students also witnessed the care from some RNs who appeared 
to be disillusioned and to have lost their compassion. Student support and leadership in 
placements were also identified by the students as impacting upon the staff’s and students' 
ability to support their patients and adhere to the expectations of compassionate practice.
Students were concerned about dissonance between the professional ideals of the RN role 
and practice reality. They managed these concerns through balancing their intentions to 
uphold the professional ideal of compassionate practice through seeking a future RN role
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that enabled compassionate practice, or intentions to accept that their future RN role may 
need to adapt the compassionate practice ideal in order to meet the reality of practice 
demands.
Presentation of the findings and analysis from student interviews is through quotes taken 
directly from students’ transcripts, identified as illustrative of the substantive and selective 
coding under discussion within this conceptual code. The student experiences are also 
analysed and the findings are explored alongside current understanding within published 
literature.
1.8.2 I gave a piece of me’ - Consequence of Compassionate Practice
Chapter 9 focuses on the second conceptual code. Students were concerned about the 
emotional consequences for nurses of engaging in compassionate practice. They identified 
their own personal well-being as being vulnerable within an environment where nursing 
those who were suffering in a way to relieve that suffering, was an expectation of day to day 
activity.
Students identified both positive and negative consequences from compassionate practice 
for both themselves and those they nursed. They described how they engaged in emotional 
labour for compassionate practice. Students were uncertain and concerned about what the 
professional boundaries were in terms of emotional engagement and provided insights into 
their ‘coping’ mechanisms and strategies to ‘mask’ their emotions in order to provide 
compassionate nursing. To manage their concerns students developed a range of 
strategies for seeking support and managing their emotional well-being.
Students expressed their belief that compassion enabled the patient to develop trust and 
confidence in the nurse, so creating a therapeutic relationship that was of benefit to the 
patient’s well-being. Students also identified that a nurses’ compassion extended to
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patients' family and friends, particularly during end of life care. According to the students, 
compassionate practice involved taking time to understand and meet the needs of an 
individual as a fellow human being, giving ‘a piece of themselves’ in the form of a smile or 
sharing something of their own life with the patient. However, students also identified 
consequences for themselves from engaging in compassionate practice. They described 
how sometimes they were not able to emotionally 'switch off when they went home. 
However, students emphasised the personal and professional satisfaction they got when 
able to engage in compassionate practice. Job satisfaction was felt alongside emotional 
exhaustion and students expressed that some of their compassionate practice had been 
detrimental to their own emotional well-being, making them consider whether a career in 
nursing was really for them.
Students confronted these concerns about compassionate practice and understanding the 
boundaries to the emotional labour required in a number of ways. They accepted that sad 
events would occur within their nursing practice and that they would have to ‘learn to cope’ 
with these, possibly through learning from reflection. Students understood the importance of 
support from the people closest to them such as their family and friends. They also 
identified that student nurse peers, mentors and University based Personal Tutors were 
potentially helpful in enabling them to cope with emotional events because they might better 
understand how to manage emotions. However, students also experienced unsupportive 
reactions to their emotional distress so they were concerned that in reality the level of 
support was variable.
Students managed their concern about the emotional labour of compassionate practice 
through balancing their intentions to engage in emotional labour and their intentions to set 
boundaries to their emotional labour in order to protect their own emotional well-being.
As within the previous chapter, presentation of the findings and analysis from student 
interviews is through quotes taken directly from students’ transcripts, identified as illustrative
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of the substantive and selective coding under discussion within this conceptual code. The 
student experiences are also analysed and the findings are explored alongside current 
understanding within published literature.
1.8.3 ‘You have to be cute about it’ - Challenging Constraints
Chapter 10 focuses on the third conceptual code. Students demonstrated concerns about 
challenging or conforming to the constraints that impacted upon compassionate practice, in 
particular their own ability to adapt to future challenges as they moved from supernumerary 
student status to RN status. Students identified constraints within nursing practice that 
challenged the ideals they aspired to, such as having adequate time for individualised and 
person-centred care that is central to compassionate practice. They could see frustration 
and stress among RNs in some placements where organisational or environmental 
constraints prevented nurses from engaging in individualised nursing.
Students perceived that the constraints of inadequate resources in some placements could 
be because of financial pressures and that such constraints resulted in nurses ‘cutting 
corners’. They provided examples of rushing to discharge patients before the patient was 
ready, in order to meet admission targets. These experiences left the students concerned 
about patient safety and quality of care, and they expressed how they would not want that 
standard of care delivered to one of their own family members.
Students expressed that challenging practice standards required courage because their 
mentor was also their assessor and they didn’t want to get in their ‘bad books’ if they wanted 
‘to get signed off’. They also knew that challenging staff could impact on being able to ‘fit in’ 
with the team but that this was a risk they would need to take if they were to maintain 
professional and personal values. Students also identified more subtle challenges by ‘being 
cute about it’ or tried to manage these situations by avoiding becoming involved in care they 
were not comfortable with. However, students believed that they had limited power over
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constraints on compassionate practice and that they hoped they would not pick up ‘bad 
habits’ in the future.
Another vulnerability to constraints on compassionate practice was identified by students in 
the form of ‘MacDonaldisation’, where customer satisfaction is met through standardisation 
of service delivery, according to the principles inherent within company policies of fast-food 
catering (Ritzer, 2004). Students identified the fast turnaround of patients as causing 
concerns about how they might get to know individual patients when there was limited time 
for talking with them. The type of clinical area or the leadership within a specific placement 
was identified as the reason behind the quality of nursing care they witnessed.
Students suggested that some of the constraints to compassionate practice could be 
challenged but that this involved having the confidence and courage to insist on more 
qualified staff so nurses had more time to spend with each patient, to not discharge a patient 
too early, to reconsider priorities, to work smarter, or to focus on the patient rather than the 
paperwork. They believed that if just a few people were prepared to challenge the 
constraints on compassionate practice, that ‘things might change’. They also believed that 
staff who did not engage in compassionate practice must have become ‘worn down’ 
somehow and that they ‘hoped’ they would avoid the same fate.
It was evident within the students' experiences that they recognised the existence of 
constraints to the professional ideal of compassionate practice and this left them feeling 
vulnerable. They managed these concerns by balancing between intentions to challenge 
constraints and engage in compassionate practice and intentions to accept that constraints 
existed and they may need to conform their practice to these constraints in order to ‘fit in’ 
and survive in the real world of employment as a RN.
As within the previous three chapters, presentation of the findings and analysis from student 
interviews is through quotes taken directly from students’ transcripts, identified as illustrative 
of the substantive and selective coding under discussion within this conceptual code. The
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student experiences are also analysed and the findings are explored alongside current 
understanding within published literature.
1.9 Integration of Supplementary Data Into the Discussion
In Chapter 11, in order to provide a peripheral view of student socialisation experiences in 
compassionate practice, three further sources of data were explored: individual, in-depth 
interviews with five nurse teachers; the Care Quality Commission (CQC) NHS staff survey 
report (CQC 2009a) for the geographical area where the students and nurse teachers were 
recruited; and the NHS inpatient survey report (CQC 2009b) for the same geographical area. 
These CQC data were available within the public domain and the findings were represented 
within memos that fed into the final discussion. These supplementary sources of data were 
integrated into the discussion providing peripheral support to the student interview findings 
and enabling a broader discussion of the student experience in terms of current challenges 
within the NHS. Such an approach to enhance broad understanding was undertaken with 
acknowledgement that the new Grounded Theory remained central to the student nurses’ 
data, demonstrating their concerns and their management of their concerns (Glaser, 1992).
1.10 Key Findings, Final Discussion, Recommendations and Conclusions
Chapter 12, the final chapter, provides the full exploration of the core category and new 
Grounded Theory on student nurse socialisation in compassionate practice. Professional 
socialisation within 21®* Century nursing in England results in students feeling uncertain and 
vulnerable and involves managing dissonance between the professional ideals of 
compassionate practice and the reality of engaging in compassionate practice as a RN. 
Students manage this dissonance through balancing their compassionate practice 
intentions. From this Grounded Theory study it can be seen that student socialisation in
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compassionate practice involves balancing intentions to: seek a RN role that fits the 
compassionate practice ideal or accept the RN role involves adapting the compassionate 
practice ideal to suit the pressures of practice reality; engage in the emotional labour of 
compassionate practice or set emotional labour boundaries that limit risk to personal 
emotional well-being; and challenge constraints that impact upon compassionate practice or 
accept and conform to constraints in order to survive reality. Student nurse socialisation in 
compassionate practice involves balancing intentions to manage dissonance between 
professional ideal and practice reality.
Balancing is explored in terms of its potential benefits related to students’ control and well­
being and in terms of potential risks related to students’ vulnerability and on-going 
compassionate practice. The implications of the new Grounded Theory for student 
socialisation and future RNs’ provision of compassionate practice are discussed and 
recommendation for nursing practice and nurse education are provided. Conclusions are 
drawn from the whole thesis in relation to the future of compassionate practice. The 
limitations of the study are discussed and possible directions for further research are 
provided at the close of this final chapter.
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CHAPTER 2: 
BACKGROUND TO THE STUDY
2.1 Introduction
In order to explain the background to this study, it is useful to explore the recent evolution of 
nurse education and nursing practice in the UK. Chapter 2 sets out that background 
information using literature from diverse sources, and presents the study’s aims and 
questions. It also examines the use of literature review prior to Grounded Theory study and 
how an iterative approach to exploring literature is an ‘accepted adaptation’ within Grounded 
Theory methodology when used with caution. Iteration is repetition of activity (Concise 
Oxford Dictionary, 2003) and the Grounded Theory study of student nurse socialisation in 
compassionate practice involved several iterative components; literature review, ethical 
approval applications, and the processes involved in data collection, coding, analysis and 
writing up.
The use of literature reviews within Grounded Theory is debated by Grounded Theorists 
(Glaser and Strauss, 1967; Glaser 1992; Strauss and Corbin, 1998) and seen as 
‘acceptable’ when undertaken with caution (Charmaz, 2006; Artinian et al., 2009). The 
literature review within this study on student nurse socialisation in compassionate practice 
was iterative and evolved over time, with new sources of information sought as concepts 
arose within the data analysis. Before the discussion of recent changes in nursing practice 
and nurse education are provided, the iterative approach to this study is explained.
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2.2 An iterative approach to literature review in Grounded Theory
Knowledge usually exists about a topic before a researcher commences a new study and 
this existing knowledge can be explored through a critical review of literature. Without an 
initial review of current literature, a researcher may not be able to justify the focus for their 
study within a research proposal, and so a literature review is usually a requirement of 
research ethics committees before a new study can commence data collection (Artinian et 
al., 2009, RCN, 2009). The role of literature reviews within Grounded Theory however, is 
debateable. Glaser and Strauss (1967) defined the components of Grounded Theory to 
include a literature review only after the independent analysis of the data. However, a 
literature review may be required to develop general ideas about a subject and define terms, 
to decide the current understanding of an area is incomplete and therefore warrants 
investment of energy and further exploration, and to act as a point of referral with emerging 
concepts (Charmaz, 2006).
The study of student nurse socialisation in compassionate practice did involve some review 
of literature before, during and after data collection and analysis. For the purpose of 
clarifying concepts and examining potential gaps in current knowledge, as well as gaining 
ethical approval to undertake the study, an initial literature review focusing on student nurse 
socialisation was completed. Over the course of the study, the literature review was iterative 
as new areas of interest emerged from within the student experience data and the new 
understanding was explored.
This iterative approach to undertaking the literature review did not influence the direction of 
the data collection or analysis, so retaining the rigour of Grounded Theory (Artinian et al., 
2009). Great care was taken through the use of memoing to ensure reviewing literature 
before, during or after the data collection and analysis did not pre-empt or direct the focus of 
the study or emergence of new Grounded Theory; as Glaser warns that literature reviews 
can create temptation for forcing findings into a pre-conceived pattern (Glaser, 1992).
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However, by grounding the analysis firmly in the student data and through the use of memos 
to record analytical thoughts and directions that demonstrate the theory is grounded, the 
literature did not direct the data analysis or ‘taint researcher thinking’ (Artinian et al., 2009, 
p37), which is acceptable within Glaserian Grounded Theory. Within later publications, 
Glaser (1999) recognised the ‘adopt and adapt’ requirement when Grounded Theory is being 
used for the first time in a Doctoral study.
Within Grounded Theory, iteration exists within all phases of the research process, with data 
collection, coding, constant comparisons, theoretical sampling, further data collection and 
coding, and so on until density in the coding demonstrates saturation (full discussion 
provided within Chapter 6). Iteration within this Grounded Theory study did involve on-going 
review of published literature as well as a second application for ethical approval so that 
supplementary sources of data could be collected. An iterative approach to ethical approval 
for research is recognised within The Framework for Research Ethics (Economic and Social 
Research Council, 2010).
The background to the study therefore comprised several iterative processes alongside a 
literature review of current understanding of nurse education and nursing practice.
2.3 Nurse Education and Nursing Practice
Since the 1980s, there have been many changes in nurse education and in nursing practice 
in the UK. The changes have been reflected within nurse education programmes around the 
world and many of these changes have been extensively explored within nursing 
publications. Until 25 years ago, nearly all student nurses were employees of the hospital 
that provided their ‘vocational training’, an arrangement similar to that experienced in the 
1870s during the Florence Nightingale era. In the 21®* Century, nurse education in the UK 
and most of Europe, as well as in many other countries such as the United States of 
America (USA), South America, South Africa, Australia, and Canada, is provided by Higher
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Education Institutes (HEIs), with practice learning experiences gained within the healthcare 
provider setting.
During the last 25 years there have also been many changes to Registered Nurse (RN) role 
expectations. The role of RNs has become increasingly specialised in diverse practice 
areas, increasingly autonomous in many developed countries, and extended roles such as 
diagnostic physical assessment, onward referral, and prescribing medicines have become 
accepted practice (Department of Health (DH), 2006a). This evolution of the RN role has 
created a tension within the health professions and within public perceptions, with the 
enormous diversity of RN roles making it difficult to define what a RN is and what a RN does 
(Royal College of Nursing (RCN), 2003; RCN, 2004).
2.3.1 Developments in UK nurse education during the last 25 Years
In the 1980s and 1990s in the UK, nurse education moved into HEIs and over the 
subsequent few years student nurses shed the status of hospital employee for a 
supernumerary student status within their practice placements (Nursing and Midwifery 
Council (NMC), 2004) working towards a degree or diploma in nursing. During the 1990s 
the introduction of Project 2000 in the UK attempted to revolutionise nurse education, 
placing the emphasis on teaching students how to learn and analyse, so they could develop 
confidence in adapting to a changing healthcare environment (United Kingdom Central 
Council (UKCC), 1986). The Project 2000 students were students not employees and had 
far less time in practice settings than previous programmes. However, Project 2000 was 
criticised for creating nurses who were ‘not fit to practise’ when they completed (Templeton, 
2004) and the curriculum was changed to ensure 50% of the programme took place in the 
practice setting, working under the supervision of specially trained nurse mentors (NMC, 
2004).
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In the UK, the NMC regulate the profession of nursing, with a mandate to protect the public 
(NMC, 2009). The UKCC preceded the NMC and had been responsible from 1983 to 2002 
for maintaining a register of qualified nurses, providing advice and guidance, and managing 
complaints against Registrants. The UKCC worked alongside National Boards for each of 
the four UK countries who managed the quality of the education programmes. In 2002, the 
NMC took over the responsibilities of the UKCC and the National Boards, and since then has 
brought in increasingly explicit guidance for education programmes. The NMC has 
introduced education and practice standards, skills clusters identifying competency 
expectations at different progression points during the student’s education (NMC 2007a, 
NMC, 2010; NMC, 2010a), and also standards for practice education, with the recognition of 
formal mentorship in practice and education of mentors (NMC, 2006). Within the standards 
for nurse education are explicit requirements for skills development and competency in care, 
compassion and communication (NMC, 2010a). The NMC has also revised the nursing 
Code of Conduct, providing guidance on performance and ethics in nursing practice (NMC,
2008) and has decided entry to the nursing profession in England will be at a minimum of 
degree level by 2015, with a supported period of preceptorship following initial qualification 
(NMC, 2009a). These changes in nurse education have taken place alongside the 
proliferation of Health Care Assistant (HCA) roles and the expansion of practice-based 
foundation degrees for assistant practitioners, roles that provide fundamental health and 
social care in hospitals or in the home (Thurgate et al., 2010; Smith, 2012).
2.3.2 Developments in UK nursing practice during the last 25 years
Nursing practice has also evolved substantially during the last 25 years and is set to 
continue evolving to meet the changing demands on healthcare services (DH, 2006a; DH, 
2009b; DH, 2010b). Much of this change has been driven by cultural change and increasing 
demands on healthcare services, with the public becoming more aware of choice and having
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expectations based upon an expansion in healthcare information availability, through the 
development of web based resources. The demand on UK healthcare services and 
therefore on nurses has also grown due to an aging population and with numerous 
advances in both technological and pharmacological treatments (RCN, 2004). Alongside 
these changes are expectations on the provision of compassion practice (DH, 2008a; DH, 
2008b; NMC, 2010; NMC, 2010a), as explored within Chapter 3.
Nursing as a profession has grown in autonomy during the last 25 years, with an increasing 
evidence base for practice and growth in specialist roles (DH, 2007). Specially qualified 
nurses can now prescribe from the full formulary of medicines and are increasingly in roles 
where first line assessment, diagnosis and referral are required (DH, 2006). There is also a 
general understanding that the modernisation of the provision of healthcare over the last few 
decades has reduced the time patients spend in hospitals and thereby increased the patient 
acuity in both hospital and community based nursing settings within the UK (RCN, 2010a).
The time available for RNs to spend on provision of personal care compared to technical 
care is changing and the personal care is increasingly the responsibility of the Health Care 
Assistants (HCAs), individuals who are not RNs and undertake a basic education for caring 
for people (O’Driscoll et al., 2010). This increasing division of labour between the technical 
nursing of RNs and the social caring of HCAs has been the focus of much debate within the 
profession (Corbin, 2008; Griffiths, 2008; Castledine, 2010; Castledine, 2010a) with 
members of the profession expressing anxiety over the loss of ‘caring roles’ and delegation 
of caring activities that used to belong within nursing.
In order to meet the challenges that lie ahead, the future nursing workforce may require 
flexible and visionary approaches and be prepared to take risks. However, nurse education 
in the UK is currently falling short in achieving this objective due to ongoing confusion about 
the role of the RN and the definitions of competency to become a RN (Taylor et al., 2010). 
The profession is having difficulty providing clarity on the role boundaries of RNs compared
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to HCAs. Nursing work, since its emergence as a distinct ‘occupation’ in the mid 19**^  
Century and through its ongoing development toward professional status in the 20**^  Century 
(Henderson, 1964), has been a challenge to define; with nurses initially providing care that 
the layperson without training could not provide, and in the 21®* Century crossing so many 
boundaries with other health care professionals’ responsibilities that a ‘catch-all’ definition 
becomes challenging (RCN, 2003; Chitty, 2005). However, despite no ‘catch all’ definition of 
what a RN role entails, the NMC have developed, and continue to refine, guidance on the 
standards of performance, conduct and ethics of RNs within The Code (NMC, 2008).
The UK is not alone in facing challenges within nurse education and nursing practice. The 
nursing profession in the USA is also facing challenges, specifically confronting nurse 
shortages and ensuring initiatives increase the quality of nursing, and in providing excellence 
in student nurse education (Rich and Nugent, 2010). In order to overcome the challenges 
within their nurse education system, nurse educators are calling for the design of innovative 
and imaginative solutions that will turn challenges into opportunities. As Rich and Nugent 
(2010) state, nurse education is in a state of ‘crisis’ but a crisis can be the drive for change 
and improvement.
From this background information it was possible to identify that further research in nurse 
education in the UK is required to fully understand the 21®* Century challenges within 
nursing. In order to understand the challenges there needs to be an updated understanding 
of the socialisation experiences of student nurses within 21®* Century professional 
preparation.
2.4 Statement of research problem, aims and questions
Explicit requirements for compassionate nursing practice exist within DH and NMC policy 
and standards for nurse education, as explored within Chapter 3. Professional socialisation 
in nursing is the process whereby student nurses take on the values, knowledge, skills,
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behaviours, and identity that are characteristic of members of the nursing profession, the 
RNs, as detailed and explored within Chapter 4. There has been no previous research on 
student nurse socialisation in compassionate practice within the 21®* Century expectations of 
professional preparation in nursing programmes in England and so this gap in current 
understanding created an opportunity for on-going study.
2.4.1 Research Aims
The aims of this study are:
1. To uncover and explain the challenges and concerns of student nurses in relation to 
their socialisation in compassionate practice
2. To uncover and explain the strategies used by student nurses to manage concerns 
related to their socialisation in compassionate practice
3. To provide new understanding of student nurse socialisation in compassionate 
practice within 21®* Century Nursing in England
2.4.2 Research Questions
1. What are student nurses’ socialisation experiences in compassionate practice within 
21®* Century nursing?
2. What concerns do student nurses have in relation to engaging in compassionate 
practice?
3. What strategies do student nurses use to manage their concerns about 
compassionate practice?
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2.5 Summary
From this background information, it can be seen that changes in nursing and the RN role, 
alongside the move from hospital based schools of nursing into Higher Education, have 
created new environments within which student nurse socialisation takes place. The 
changes over the last 25 years in UK nursing practice have created environments where the 
role and expectations of RNs are so diverse and so difficult to define, that the profession has 
been calling for greater clarification (Perry et al., 2003). Without a clear definition of what the 
RN role is, it is difficult to define the expectations of professional preparation, despite 
standards and competency expectations set out for the UK by the NMC (NMC, 2010).
In the next two chapters, an iterative review of the literature is presented in relation to the 
concepts of compassionate practice and professional socialisation in nursing. Despite there 
being no requirement for a literature review prior to a Grounded Theory study. Chapters 3 
and 4 are presented to give the overview of current understanding in relation to these two 
complex concepts. In this way the rationale for research that explores student nurse 
socialisation in compassionate practice is explained.
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CHAPTER 3: 
LITERATURE REVIEW -  The Concept of Compassion In Healthcare
3.1 Introduction
The literature discussed within this chapter was explored iteratively during the research 
process, with some sourced and appraised after data analysis. The literature review 
presented in Chapter 3 focuses on the concept of compassion in healthcare. The literature 
that is appraised comes primarily from research studies. In order to provide a critical 
account of current understanding, studies from across the hierarchy of research evidence 
from both quantitative and qualitative research are considered (Sim and Wright, 2000; 
Cooligan, 2009). This literature is appraised alongside professional guidance and 
standards, government policy on healthcare provision, and expert commentary and opinion 
pieces, although it is acknowledged that these sources of information are ranked lower 
within the hierarchy of evidence (Moule and Hek, 2011), they have relevance to current 
understanding of student socialisation in compassionate practice.
Chapter 4 follows with an exploration of the concept of professional socialisation using the 
same approach and literature from similar sources, and also using many of the same key 
words identified below. Separating the review of the literature into two chapters enables the 
two complex concepts of ‘compassion in healthcare' and ‘professional socialisation’ to be 
thoroughly critiqued, and thereby sets the base on which new understanding of socialisation 
in compassionate practice can be explored in relation to previous understanding.
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3.1.1 The Literature Search Strategy
Once the initial focus on student nurse socialisation was identified, key words to source data 
through online databases were utilised, some individually and some using ‘Boolean Logic’ to 
link associated words. The initial key words and phrases used were: student nurse, 
occupational socialisation, professional socialisation, caring, attrition, retention, learning to 
care, learning to nurse, becoming a nurse, mentor, transition, student nurse experience, 
student journey, the art and science of nursing, and others.
Following initial literature searching, data collection and analysis, these key words and 
phrases (and combinations of them) were expanded to include: well-being, kindness, 
compassion, humanisation, empathy, empathie, emotion, emotional labour, morals, ideals, 
values, virtues, dignity, respect, open-hearted, dissatisfaction, distress, dissonance, 
disparity, expectation, courage, gender, spirituality, maturity, leadership and others. As the 
research findings and analysis developed, further key words were added such as resilience 
as students had expressed their need to build their resilience for maintaining their 
compassionate practice as they transitioned to RN status.
The literature search strategy involved using online citation databases such as The British 
Nursing Index, CINAHL, the Cochrane Library, Medline, PsychlNFO, and NHS Evidence. 
The literature search also included using search engines featured directly within peer- 
reviewed, international, professional journals such as Nurse Education Today, Journal of 
Advanced Nursing, Nurse Education in Practice, Nursing Ethics, and many others. 
Networking at nurse education conferences also provided new sources of literature, some 
directly from the authors who expressed interest when hearing or reading about my study. 
Articles published in full text were sourced wherever possible and the literature found was 
also used as a source of further literature through its own citation list.
NMC, DN and RCN websites were accessed for their published guidance, standards and 
policy documents. International sources of healthcare policy and standards were also
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accessed through that country’s professional or government websites, if available to the 
public and provided in the English language.
Finally, news and other media or independent sector publications were accessed to provide 
a public or voluntary sector view of some aspects of healthcare provision, and these were 
identified through sources such as citations within published work and within government 
policy, two examples being The Patient’s Association (2009) Patients not Numbers, People 
not Statistics report and the Parliamentary and Health Service Ombudsmen (2011) Care and 
Compassion report.
3.1.2 Inclusion and Exclusion Criteria
Individual sources of information were appraised for their suitability to be included within the 
literature review. The Critical Appraisal Skills Programme (CASP) tools provided some 
guidance in appraising published research studies (CASP, 2010). Both qualitative and 
quantitative studies were appraised and single case studies were also reviewed as these 
were seen to be of value in providing rich and human-centred additions to understanding 
compassionate nursing and student nurse socialisation. Sources such as Government policy 
and professional guidance were reviewed as drivers for healthcare provision and 
expectations of practice. Sources such as Systematic Reviews were used where the 
content was seen as relevant to guiding further literature sourcing.
Research studies published within peer-reviewed professional journals were seen as 
relevant to review based upon their focus in relation to student nurse socialisation or 
compassionate practice, and each was individually examined in terms of its methodological 
rigour. Each article was scrutinised to provide confidence that the research had been 
conducted in an ethical manner, that the research findings clearly resulted from the data 
collected, that bias had been controlled if appropriate to the method, and that confidence in 
the research findings and conclusions could be established (Potter, 2006). Bias was
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defined as designs where findings did not appear credible or represent the true phenomena 
under scrutiny but could be a result of the researcher influencing subjects’ data, such as 
‘leading questions’ within questionnaires (Mason, 2007). Research studies that did not meet 
these criteria were rejected, as were studies that could not be sourced in English. The date 
of publication was not used as exclusion criteria as comparisons between current student 
nurses’ experiences and those of student nurses from past decades were of relevance. 
Sourced literature indicated further potentially useful key words and valuable studies to 
access following initial searching.
3.2 Literature exploring compassionate practice
There is still much debate about what compassionate practice is and its definition. This 
chapter sets out the concept of compassion in terms of expectations within nursing, 
emotions, virtues, values, and behaviours.
An initial exploration for a definition of compassion was taken from the Concise Oxford 
Dictionary (2003), which stated compassion as the ‘sympathetic pity and concern for the 
sufferings or misfortunes of others’ and a desire to relieve that suffering, citing the origin of 
the word from the Latin ‘compati’ meaning ‘to suffer with’. The meaning of compassion 
within healthcare practice was further explored and it became evident that healthcare 
compassion involved values, emotions and behaviours (Schantz, 2007). Values influence 
and are influenced by emotions and behaviours, emotions influence and are influenced by 
values and behaviours, and behaviours influence and are influenced by values and 
emotions; indicating that the meaning of compassion was inextricably linked to all three 
(Schantz, 2007), as discussed later within this chapter.
Alongside these definitions, it could also be argued that compassion was a natural human 
condition triggered by the plight of other living beings, with a religious, ethical, spiritual or 
cultural base to the enactment of compassion (Armstrong, 2011). According to the religious
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historian Karen Armstrong (2011), ‘compassion lies at the heart of all religious, ethical and 
spiritual traditions, calling us always to treat others as we wish to be treated ourselves’ 
(Armstrong, 2011:4). She also suggests that compassion should be at the heart of all 
human relationships. However, examples of interactions where no compassion existed 
between one human and another, including between healthcare professionals and the 
communities they serve, are evident throughout world history; with some powerful examples 
within recent European history such as the Nazi extermination of millions of men, women 
and children of Jewish faith and many other groups considered ‘undesirable’ such as those 
with mental or physical disabilities (Benedict and Kuhia, 1999). Such examples emphasise 
the challenges of trying to understand human behaviour and relationships in relation to 
compassion, within complex social contexts.
3.2.1 Nursing with and without compassion
Compassionate practice within healthcare is an expectation of nurses, doctors and allied 
health professionals in many countries (Stephenson et al., 2001; Verma et al., 2006; 
Goodrich and Cornwell, 2008; Canadian Nurses Association, 2008; van der Cingel, 2009; 
American Nurses Association, 2011; British Medical Association, 2011). In order to 
understand compassionate practice within UK healthcare it is important to establish what is 
meant by compassion within professional standards and NHS guidance and policy 
documents. The expectation for student nurses to engage in compassionate practice as 
RNs can then be explored in terms of their professional socialisation.
During the first decade of the 21®* century, ‘compassion’ became an increasingly prominent 
descriptor for high quality care within policy and professional guidance in the UK, in 
response to public concerns about the quality of nursing care. One example of this was 
within a review of the NHS and proposal for NHS reform ‘High Quality Care for AN’ by Lord 
Darzi (DH, 2008a). This review was designed to provide guidance to the improvements
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required in UK healthcare provision. The guidance was formulated from several nationwide 
consultations with NHS service users and staff which identified that patients want high 
quality care that comprises compassion, dignity and respect. It stated that NHS staff needed 
to be respected for the ‘caring and compassionate nature of the services they provide’ (DH, 
2008a:69).
Compassionate practice is defined within this guidance as:
We find the time to listen and talk when it is needed, make the effort to understand, 
and get on and do the small things that mean so much -  not because we are asked to 
but because we care’ (DH, 2008a:70)
The use of the phrase ‘because we care’ implies that compassionate practice is more than 
behavioural actions in response to requests and expectations, that it rests on more than 
taking time and making the effort to provide care. It implies that compassionate practice 
requires the practitioner to ‘genuinely care about’ and not just ‘care for’ patients; an 
emotional dimension alongside a practical dimension to caring. This in turn requires the 
healthcare practitioner to have a moral imperative to do what is expected and deemed ‘right’ 
and emotional engagement with genuine feelings for other peoples’ concerns and suffering, 
as discussed further in this chapter.
Another example of the prominence of the descriptor ‘compassion’ within current DH policy 
and guidance is seen within the NHS Constitution for England (DH, 2010a) which sets out 
six core values: respect and dignity, commitment to quality of care, compassion, improving 
lives, working together for patients, and everyone counts. Again, compassion is identified as 
a unique core value that healthcare practitioners are expected to have and to utilize. The full 
definition of the value ‘compassion’ within the NHS Constitution is derived from that provided 
within the quality framework already discussed. It also implies an expectation of moral, 
ethical and emotional engagement ‘because we care’, as follows:.
‘We respond with humanity and kindness to each person’s pain, distress, anxiety or 
need. We search for the things we can do, however small, to give comfort and relieve 
suffering. We find time for those we serve and work alongside. We do not wait to be 
asked, because we care.’ (DH, 2010:12)
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Again, inherent within this definition there is an expectation for feelings of ‘genuine’ care, not 
just the provision of caring acts as a response to requests, but a sense that compassion has 
an emotion and values-centered base.
Concerns arise in relation to this DH expectation for compassionate practice, as it is 
presented without recognition of the emotions work or the consequences for the people 
providing compassionate healthcare through emotional engagement with people who are 
suffering. The expectations on healthcare providers appear bereft of the same ‘care’ 
expected by their patients, there is no acknowledgement that they too could become 
distressed, feel anxiety and suffer ‘because they care’. It is apparent that compassionate 
practice is accepted as beneficial to patients but there is no recognition that it could pose 
risks to the healthcare providers.
Alongside the DH quality guidance and NHS Constitution, the DH has also devised guidance 
on the role of the nurse and what constitutes ‘quality’ in nursing care within Modernising 
Careers -  A High Quality Workforce (DH, 2008b). This report states that nurses are at the 
‘heart’ of shaping patient experience and delivering care, and that the quality of nursing care 
can be measured through aspects of nursing safety, effectiveness and compassion (DH, 
2008b). Alongside the word compassion, it is interesting that the word ‘heart’ is used to 
describe nursing. Literature and folk lore identify the heart as being the seat of human love, 
and perhaps the intention of using the word ‘heart’ is to imply an emotional component to 
nursing. However, it could be argued that the use of ‘heart’ implies its physiological function, 
implying that nursing is at the center of healthcare provision without which all systems fail. 
Perhaps both meanings are implied by the DH and are valid descriptors of nursing, as 
nurses and the nursing profession do have the opportunity to both shape individual patient’s 
experiences and to significantly influence the wider delivery of healthcare. As Gaut and 
Leninger (1991) explain within their exploration on the impact of compassionate caring, 
nurses can make a significant difference to local, national and global health practices, 
influencing the health of billions.
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The NMC has a mandate to safeguard the health and well-being of the UK public and they 
achieve this through various means such as the maintenance of a Professional Register, the 
setting and maintaining of standards of education, and by providing mandatory guidance and 
additional advice to people designing and developing education programmes (NMC, 2010). 
The NMC generic standard for competence related to professional values states that all 
nurses must ‘be responsible and accountable for safe, compassionate, person-centred, 
evidence based nursing that respects and maintains dignity and human rights’ and also 
identifies interpersonal skills competence as being able to communicate with compassion 
(NMC, 2010). The NMC identifies the value base on which nursing sits within ‘The Code - 
standards of conduct, performance and ethics for nurses and midwives’ (NMC, 2008). This 
code identifies that nursing requires ethical values which respect the dignity, autonomy and 
the uniqueness of human beings, making reference to nurses treating people with kindness 
and consideration (NMC, 2008). These requirements offer the profession the ‘ideal’ to strive 
towards, based upon collective understanding from consultations with the public and 
healthcare staff.
The NMC makes significant reference to compassion within the ‘Essential Skills Clusters’ 
(ESCs) (NMC, 2010a). The essential skills clusters are a set of core competencies expected 
to be learned and demonstrated by student nurses during their professional preparation, 
derived from consultations with members of the profession and the public within the Review 
of Fitness for practice at the point of registration (NMC, 2005). There are five categories of 
essential skills, ‘Care, Compassion and Communication’; ‘Organisational Aspects of Care’; 
‘Infection Prevention and Control’; ‘Nutrition and Fluid Management’; and ‘Medicines 
Management’. It is interesting that the first category identifies compassion as a separate 
essential skill alongside care and communication, implying a unique set of attributes. The 
NMC provides guidance on the competency expected of student nurses in relation to these 
skills at different progression points during the professional preparation programme (NMC, 
2010a).
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Within the essential skill clusters there is also a breakdown of the NMC’s understanding of 
what constitutes competency in ‘Care, Compassion and Communication’, providing a list of 
essential components. One component specifically refers to the expectation of student 
nurse competence at the first progression point being, ‘Interacts with the person in a manner 
that is interpreted as warm, sensitive, kind and compassionate, making appropriate use of 
touch’ (NMC, 2010:7). An interpretation of this required competence could be that the 
student’s delivery of care needs to demonstrate acts of compassion, but not specifically 
involve emotional engagement. However, this would in turn imply an ability within the 
provision of care to act compassionately without feeling compassion. There is no guidance 
within the ESCs to imply where the evidence came from that underpins this expectation or 
guidance on how this can be achieved and whether this is their intended interpretation.
The NMC also provides examples of care, compassion and communication standards 
referring to practice activities that must be learned and demonstrated by the end of the 
programme, such as ‘recognises and acts autonomously to respond to own emotional 
discomfort or distress in self and others’. This expectation implies that the NMC recognises 
the potential for emotional suffering when engaged in provision of care, compassion and 
communication in nursing, and that there is a need for student nurses to learn how to 
respond to this. The messages coming from such guidance are open to interpretation but 
appear to indicate an expectation for students to recognise the hazards and manage the 
outcomes of emotional engagement with their patients within compassionate practice. 
However, what is not clear from these standards is how this can be learned, delivered and 
maintained over time. The NMC allows local interpretation by HEIs in how these 
competencies are embedded within the students’ professional preparation programmes, and 
how they are learned and assessed (NMC, 2010).
The UK guidance for nurses is therefore clear in its expectation for compassion within 
healthcare provision and nurse education but unclear in how compassionate practice might 
be taught, enacted on a day to day basis, or maintained over a career for those providing
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nursing care; and an evidence base for this expectation is not provided or referred to. It can 
be seen from this guidance therefore, that without compassion, nursing care is seen to 
comprise caring actions divorced from caring feelings about the individual and wanting to 
relieve that person’s physical or emotional suffering.
Compassionate practice is in many ways synonymous with human-centred practice, in that it 
comprises seeing the unique person at the centre of healthcare so each person’s care can 
meet their individual needs. Using a conceptual framework based upon ‘eight 
philosophically informed dimensions of humanisation’ in healthcare. Tod res et al. (2009) 
illustrate how humanistic nursing relies on nurses relating to their patients through 
insiderness as opposed to objectification. It requires agency and togetherness as opposed 
to passivity and isolation. It needs recognition of uniqueness rather than homogenisation. It 
requires sense-making, the personal journey and a sense of place rather than a loss of 
meaning, a loss of personal journey and dislocation; and requires embodiment of well-being 
and human wholeness as opposed to reducing the person to a body of signs and symptoms 
(Todres et al. 2009). Through these dimensions of humanised healthcare, the values base 
for nurse caring can be identified and create a new emphasis for preventing the personal 
dimensions of care being ‘neglected in favour of the bottom line outcomes’ demonstrating 
the ‘quality of the journey is just as important as the destination’ (Todres et al., 2009, p75).
I suggest that if the emotional engagement required for empathie understanding of a 
patient’s suffering and the relief of their discomfort or distress is added to these dimensions 
of humanisation, as opposed to emotional disengagement and inaction, that a value base for 
compassionate practice can be identified. To be a human being is to be able to emotionally 
engage with other people to a greater or lesser extent, to acknowledge that others have 
feelings similar and dissimilar to our own, that others have emotional and bodily experiences 
both good and bad but separate to us, and that others may require practical responses from 
us that acknowledge their needs. In other words, to be ‘open-hearted’ (Galvin and Todres,
2009) and thereby have degrees of potential in recognising, experiencing and relieving
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suffering. Emotional engagement and the emotional labour of compassionate practice are 
therefore explored in more depth later in this chapter.
If day to day nursing practice is bereft of compassion, nursing care activities fail to recognise 
and understand an individual's suffering and so become less able to alleviate discomfort and 
distress. This was strikingly evident within a recent report on the failures within Mid 
Staffordshire NHS Trust that led to several very vulnerable older people not having even 
their most basic needs for survival met by the nurses who were supposed to be caring for 
them (The Parliamentary and Health Service Ombudsman, 2011). Without compassion, 
nursing care becomes task-focussed, target driven and mechanistic, seeing patient care as 
meeting the requirements of employment targets rather than caring about people with 
individual fears, worries and needs. The recent explicit inclusion of compassion as a 
requirement in nursing practice and standards of nurse education can be seen as a drive 
towards improving the patient’s experience of nursing care and a person-centred approach 
to nursing practice. In order to further understand the concept of compassionate practice it 
is helpful to explore some of the aspirations of the nursing profession.
3.2.2 Compassion as a Nursing ideal
In order to understand compassionate practice, what a nurse does and the ethical principles, 
ideals and values on which nursing is founded need to be considered. A definition for 
nursing developed by the RCN in 2003, states that nursing is:
‘The use of clinical judgement in the provision of care to enable people to improve, 
maintain, or recover heaith, to cope with health problems, and to achieve the best 
possible quality of life, whatever their disease or disability, until death.’ (RCN, 2003:3)
This definition was later enhanced with the publication of The Eight Principles of Nursing 
Practice’ (RCN, 2010) where the first principle states that nurses should treat everyone in 
their care ‘with dignity and humanity -  they understand their individual needs, show 
compassion and sensitivity, and provide care in a way that respects ali people equally’
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(RCN, 2010:3) Dignity has become a primary focus for enhancing the patient care 
experience, as demonstrated by the launch of the UK Dignity Campaign (DH and RCN, 
2008). This campaign was designed to improve the understanding of promoting dignity in 
health and social care, using education and initiatives such as Dignity Champions in practice 
(Dignity in Care Network, 2008). In a speech by Alan Johnson, former UK Secretary of 
State, he described what a modern compassionate health service involves:
‘Keeping curtains closed during examinations, helping patients at mealtimes, 
explaining their condition and illness clearly to them, taking time to listen to their 
concerns, to talk through difficult decisions, simply being polite and respectful’. (DH, 
2009a)
It can be argued that compassion, dignity, and respect are all descriptors of quality within 
nursing practice, elements that add up to improve the patient’s experience of nursing care 
(Gallagher, 2007). As UK nursing services have become more and more regulated and 
‘outputs measured’ to justify costs, so the need for demonstrating the quality of nursing care 
has become more important. A component of nursing output is measured through the 
‘patient experience’ of their care. Due to the complexity of suffering and it encompassing 
more than physical but also emotional facets, the quality of compassionate nursing is difficult 
to measure. High quality nursing involves taking time to understand what individual patients 
want and need, and is not just the speed of answering call bells, reducing infection rates, or 
the measurement and management of patient risk; yet it tends to be these things that are 
monitored by most NHS Trusts (South East Coast NHS, 2011).
The RCN (2010) first principle states that nurses should ‘show’ compassion, a phrase that 
could be interpreted as demonstrate compassion through behaviour and not necessarily 
‘feel’ compassion. This apparent dissociation between behaviours and emotions or values is 
interesting to note. Nursing is a profession that has enormous breadth of scope as already 
discussed in Chapter Two. Perhaps this breath of scope creates its own complexity when 
defining the expectation of nursing practice, a complexity that makes it difficult to capture 
appropriate quality indicators for every role. Dissociating emotions and values from 
behaviours could be a means to maintain a diverse approach to caring practices, enabling
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local interpretation of what nursing requires. However, this further increases the complexity 
of practice expectations, understanding of the RN role, and therefore what is required for 
appropriate professional preparation.
Evident within DH and NMC guidance are the four fundamental ethical principles on which 
all values in nursing are based: non-maleficence: to protect the patient from harm by 
minimising risk and complications; beneficence: to provide the care required to maximise 
people’s health; autonomy: to work in partnership with people so they receive care based on 
their individual needs and preferences; and justice: to respect all people and not discriminate 
between them in the provision of care (Beauchamp and Childress, 1994). These are noble 
intentions for the practice of UK nursing but it is not always clear how realistic such 
expectations are within the day to day, target driven, financially stretched, workplace 
demands of NHS healthcare provision (Smith, 2012). Despite having an ethical framework 
and being aware of nursing values within The Code (NMC, 2008), nurses are not always 
able provide all the care patients need for a variety of reasons, and when nurses’ values are 
compromised the nurses can suffer moral distress (Corley, 2002); a concept explored later in 
this chapter.
Many educationalists have explored nursing values. Benner (2000), explained that 
understanding nursing values allowed identification of ‘good nursing’ practice and nursing 
values embodied what it was to be human and live in inter-dependence with other humans. 
She went on to emphasise the importance of education for nursing values:
‘The schooling of nurses should encourage and not thwart the ability to see and 
respond to the other. Knowledge, skill, virtues (habits of thought and action) enable the 
nurse to perceive needs, threats and opportunities in the patient/family situation and to 
respond to them. The community of practitioners teach one another and create a level 
of attentiveness and knowledge that would be impossible to develop in isolation’. 
(Benner, 2000:5)
Benner’s comments are particularly pertinent to the professional socialisation of student 
nurses in compassionate practice. The student nurses’ education and experiences in both 
classroom and practice settings shape their profession-specific moral identity. Being a nurse
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is a moral endeavour because every decision has an ethical or moral dimension (Corley,
2002). According to occupational socialisation research by Melia (1987), student nurses 
have to internalise the values, norms and attitudes of their professional identity in order to 
‘become’ a nurse. Being a ‘good nurse’ is something students aspire to but this requires 
identification of what a good nurse is and what a good nurse does (Melia, 1987). Many 
studies have identified components of the patients’ view of what a good nurse is (Smith and 
Godfrey, 2002; Nolan et al., 2004; Gallagher 2007) and most share similar findings; that a 
‘good nurse’ has specific personal virtues, values and characteristics such as 
respectfulness, kindness, honesty, patience; and the knowledge and skills that enable the 
nurse to provide competent care within a professional relationship with the patient, that 
enhances the patient’s well-being. From recent consultations with the UK public, the ethical 
expectation on nurses for compassion has been added to this list (DH, 2010a).
Caring is an ethical endeavour for nurses, as explained by the feminist philosopher Nel 
Nodding (1984). She explains that caring requires nurses to enter into a ‘real’ relationship 
with their patients and that for nurses to truly become one with the experiences of others, 
they need a prolonged personal relationship. Nodding distinguishes ‘natural caring’, such as 
that seen between parent and child, with ‘ethical caring’ where the care is recognised and 
evaluated in relation to its impact upon others (Nodding, 1984:83). From such discussions it 
can be seen that nursing is engagement in ethical caring and so nurses see a vision of their 
best self in the nursing ideal, a person who maintains and enhances the caring relationship. 
This ideal or expectation of ethical caring is evident within many codes of professional 
behaviour and conduct around the world (NMC, 2008; CNA, 2008; ANA, 2011), 
demonstrating an international emphasis on the importance of caring relationships within 
nursing.
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3.2.3 Ideals, Morality, Compassion and Reality
The motive for compassion can stem from personal or professional ideals, moral values or 
virtues. According to dictionary definition, ‘ideals’ are standards of perfection, ‘virtues’ are 
behaviours or qualities seen as morally good or desirable; and ‘morality’ reflects principles 
concerning the distinction between ‘right’ and ‘wrong’ (Concise Oxford English Dictionary,
2003).
Von Dietze and Orb (2000) explored the concept and defined compassion as a moral choice 
and not just an emotional connection between the nurse and patient and a response to 
suffering. Through exploring the international literature on compassion, they provided a 
perspective that distinguished compassion from empathy and sympathy, defining it as 
requiring deliberate participation in another person’s suffering and not just identifying their 
suffering, supporting the notion that there is more to compassionate practice than just 
recognising need and providing care. Their definition resonated with the recent NHS 
guidance, where compassion comprises the practical expressions of the ability to be there 
for patients ‘because we care’. It could be argued that moral choice, as a feature of 
compassionate practice, emphasises the requirement for a moral, ethical and an emotional 
engagement with the patient, intentionally caring about as well as caring for the patient. It is 
not just the practical acts of care such as feeding, helping maintain personal hygiene, and 
talking with patients that constitute compassionate practice but the attitude and moral virtue 
in which these acts are carried out.
Compassion as a virtue allows nurses to make the ‘right’ decisions and demonstrate 
excellence in their practice. Interestingly, von Dietze and Orb (2000) also identify 
differences between compassionate practice as an affective or emotional approach where 
there are feelings of love and value for fellow human beings and compassionate practice as 
an altruistic participation in another person’s suffering requiring rational thought and not just 
sentiment. Such discussion resonates with Armstrong’s belief in compassion as an altruistic
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component of what it is to be a human being living among other human beings (Armstrong, 
2011). Von Dietze and Orb (2000) state:
‘Compassion is more than simply conveying our understanding of their suffering, it 
involves both insight and thoughtfulness and the ability to communicate these to a 
suffering person in such a way as to alleviate some of the suffering. However, it does 
not require us to immerse ourselves in their suffering so that we merely suffer too. ’ 
(von Dietze and Orb, 2000:169)
They explain that the practical expressions of compassion at the heart of nursing practice 
are the ability to ‘be there’ for the patient and offer solidarity, consolation and support. This 
in turn can be seen to require empathy, as understanding the patient’s experience would be 
required in order to offer solidarity and support. Von Dietze and Orb (2000) conclude that in 
order to maintain a compassionate approach nurses must proactively participate, re­
orientate some of their nursing practices, and emphasise the importance of compassion, so 
that compassion is at the core of that which defines successful nursing.
It can be argued that the ability to ‘be there’ for patients and take time to communicate with 
them, poses challenges to current nursing provision in a system where the reality of reduced 
hospital stays and the impact of scarce staff resources, mean patients and nurses spend 
less time in each other’s company (RCN, 2010a). Perhaps the reality of 21 Century nursing 
practice impacts upon the idealism of opportunity for sustained compassion. It could be 
surmised therefore that this could lead to a feeling of discomfort for nurses who wish to 
retain the contact and compassion and yet haven’t time or opportunity to develop the 
relationships with those for whom they care, in which compassion would thrive. However, 
compassion is very much part of the language of nursing practice, both required and desired 
within 21 century healthcare provision, whether or not it is a feasible or realistic expectation.
Another nursing theorist, Alan Armstrong (2006), proposes that as nursing is a practice, so 
nursing ethics should regard compassion as a virtue and this ‘trait or character’ in nurses 
needs to be better understood and valued. Many of the virtues identified by Armstrong 
(2006) are those recognised as professional ‘values’ within nurse-patient relationships; to act 
with kindness, compassion, courage, respectfulness, patience, tolerance, trustworthiness
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and honesty. In addition to this, Armstrong suggests using a virtue-based approach to 
understanding nursing care could improve understanding of the role emotions and morals 
play in nursing (Armstrong, 2006). His philosophy attempts to redirect nurse education to 
consider whether students can learn to be virtuous and how virtues can be taught, 
distinguishing between the ‘obligation’ to enact the values of nursing and the ‘desire’ to 
enact the values of nursing. He concludes that high quality care that is therapeutic, in that it 
relieves suffering, is synonymous with a virtues-based approach to care. Such conclusions 
are supported by Ersser (1993) who explains that therapeutic relationships in nursing require 
nurses ‘relating’ to the person they are caring for in a way to optimise the therapeutic 
opportunity (Ersser, 1993:24).
3.2.4 Compassion and Therapeutic Relationships
The notion of a therapeutic relationship arose within psychotherapy (Stickley and 
Freshwater, 2002) and subsequently the relationship between a nurse and a patient has 
been identified as central to the provision of therapeutic nursing care (Ersser, 1993). If 
nurses are able to build relationships with their patients and clients that enable them to care 
about and care for their patients and patients accept that care to alleviate their suffering, 
then the nurse-patient relationship can be described as compassionate and therapeutic. 
Therapeutic relationships have been found to exist across the diversity of nursing care 
settings, from community based Eating Disorder Units, to Day Surgery, to technologically 
advanced care settings such as Intensive Care Units (Stickley and Freshwater, 2002; 
Mottram, 2009; Wright, 2010).
The emotional dimension of feeling cared about has been shown to have a positive impact 
on patients’ perceptions of their care and upon their recovery (Fogarty et al., 1999). This 
finding from research by Fogarty et al. (1999) was a result of video interventions within a 
pre-test and post-test research design. Participants were exposed to a video of a medical
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care consultation and the participants exposed to compassionate behaviour within the 
consultation expressed significantly less anxiety than a control group exposed to a 
consultation without explicit compassionate behaviour. One limitation of this research is that 
it used an experimental design with subjects observing a simulation of a consultation, rather 
than personally experiencing a ‘real-world’ healthcare consultation; and it can be argued that 
the greater the ‘reality’ within research design the greater the confidence that findings reflect 
real-world phenomena (Coffee and Atkinson, 1996; Kvale and Brinkmann, 2009).
However, such associations between a sense of being cared about and levels of anxiety, 
help to explain why patient groups such as those consulted during DH policy development 
have expressed their desire for compassionate practice. The ability of health professionals 
to engage in compassionate practice has great importance in relation to patient trust, 
treatment compliance, and expectations on the behaviour of practitioners (The Parliamentary 
and Health Service Ombudsman, 2011). For these reasons, and because of press releases 
and publications identifying poor standards of nursing care, compassion has become a ‘hot 
topic’ in nursing during the last few years. A trend towards ‘the language of compassion’ 
(Smith, 2012:185) and a ‘compassion agenda’ has recently emerged in UK nursing literature. 
This can be seen through the increasing reference to ‘compassion’ within both professional 
literature and media reports (Maben et al., 2010; Parliamentary and Health Service 
Ombudsmen, 2011).
3.2.5 The ‘Compassion Agenda’ in Nursing and Quality Indicators
The focus on compassionate practice has developed both nationally and internationally over 
the last few years with compassion seen as a recognised component of quality within 
nursing practice (Hudacek, 2007). Much of the recent focus on compassion in nursing has 
arisen through media and organisations’ reports on deficits of care within nursing practice 
(Templeton, 2004; Age Concern, 2006; The Patients Association, 2009 and 2011; Hill, 2010;
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DH, 201 Od). However, deficits in the quality of nursing care and nurses’ ability to engage in 
caring relationships were causing concerns over 50 years ago.
In a classic paper by Menzies (1960) focusing on the provision of nursing care in England, 
nurses were seen to distance themselves from their patients as a means to protect 
themselves from the emotional consequences of nursing work. Menzies demonstrated how 
nursing care had been split into tasks to depersonalize the patient within that care provision, 
so nurses were protected from the anxiety of the relationship with patient suffering.
Ten years later during the 1970’s the RCN along with the National Council of Nurses of the 
United Kingdom undertook The Study of Nursing Care’, a series of twelve studies to explore 
a range of nursing care responsibilities (Anderson, 1973; McFarlane, 1974; Inman, 1975). 
The underlying reason for the studies was the adverse publicity on nursing care provision in 
hospitals where patients had no rights, no dignity, and no status (McFarlane, 1974). 
Anderson’s study (1973) was called The Role of the Nurse’ and found that wards where 
patient satisfaction was highest were also those where the ward Sister rated emotional 
support as more important than technical support (Anderson, 1973). In a concluding report 
by Inman (1975) called Towards a Theory of Nursing’, the importance of ongoing research 
and education in nursing was emphasized as important if improvements were to be made in 
the quality of nursing care. During the 1980s and 1990s further research identified 
challenges to understanding the role of the nurse and what nursing entails (Melia, 1987; 
Smith, 1992) and in first decade of the 21®' century, similar calls for improved understanding 
of nursing roles and care provision are being expressed.
A three year study referred to as the Leadership in Compassionate Care Programme was 
undertaken by Edinburgh Napier University in collaboration with NHS Lothian (2008) to 
address compassionate nursing in Scotland (Edinburgh Napier University, 2008). The study 
sought to embed the principles of compassionate care into their undergraduate curriculum 
through specified learning outcomes related to compassion, support newly qualified nurses
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so they could provide compassionate care as they make the transition from student to staff 
nurse, establish centres of clinical excellence in compassionate care (Beacon Wards), and 
support the development of leadership in compassionate care in Scotland. Evaluation of this 
study is on-going and to date there are no comparable studies in England. Initiatives such 
as this and their subsequent evaluation may help the profession to understand the support 
and structures required by nurses to ensure provision of compassionate practice. The study 
started from the premise that compassionate care was deficient rather than exploring why 
this was so.
In 2009, The King’s Fund commissioned a study called The Point of Care: Enabling 
compassionate care in acute hospital settings (Firth-Cozens and Cornwell, 2009). The King’s 
Fund project commenced with a series of workshops aimed at understanding the factors that 
prevent or enable compassionate care from doctors, nurses and other staff involved in the 
patient’s hospital experience. The findings from the workshops indicated that compassion 
was regarded as a normal human response to another’s suffering and could reduce that 
person’s suffering, but for those providing the care and expressing compassion it could be a 
potentially painful experience. The study identified factors to help understanding of what 
prevents compassion in healthcare and factors to improve the experience for patients and 
staff. The teaching of values was seen as essential within clinical training, to ensure 
practitioners became person-centred, that clinicians were enabled to ‘see the person in the 
patient’. Furthermore, there needed to be recognition that caring for people who are unwell 
or dying can generate feelings of fear and distress, leading in some to feelings of stress, 
depression and compassion fatigue (Sabo, 2006).
Strategies were therefore required to enable management of these feelings, support 
healthcare workers and professionals to explore their emotions, individually and within 
teams. Organisational structures and cultures needed to recognise and support staff to 
manage distress. It was also found that the wider hospital management of meeting targets 
and achieving financial balance deeply affected the behaviours and priorities of some staff,
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profoundly reducing the sense of value placed on caring work, inevitably making it more 
difficult to cope with the emotional demands of their jobs. The organisation of hospital care 
required greater emphasis on humanity within the process of high occupancy, fast 
throughput, and efficient care provision. These various factors made important links 
between recognising the value of compassionate care and recognising the implications on 
staff of providing compassionate care (Firth-Cozens and Cornwell, 2009).
Within The King’s Fund report (Firth-Cozens and Cornwell, 2009), several solutions to 
enabling these links have been proposed. There needed to be recognition that staff required 
time to support each other through dialogue, they needed time to engage in meaningful 
dialogue with patients, and there was a need for teaching and recognition of compassionate 
care. There also needed to be continued research into all aspects of compassionate 
practice and education (Firth-Cozens and Cornwell, 2009). Following another Kings Fund 
publication from the same report. Seeing the Patient in the Person (Goodrich and Cornwell, 
2008), the British Medical Association (BMA) published guidance for medical education that 
identified compassion as a dimension of patient-centred care and set out guidance on 
supporting the psychological and social needs of patients (BMA, 2011). The compassion 
agenda was reaching out to multiple health professions in the UK.
The Kings Fund report also promoted the importance of support for all healthcare staff if they 
are to be expected to deliver compassionate care, which led to the trial of a new approach 
aimed at organising regular compassionate dialogue opportunities. This approach was 
based upon a U.S. multi-disciplinary initiative called the Schwartz Centre Rounds. The 
Schwartz Centre Rounds are organised meetings where a trained facilitator manages a 
group of hospital staff through discussion about a case or cases that the group found 
emotionally challenging (Cornwell and Goodrich, 2010). This trial has not yet been 
completed and it is hoped that qualified staff who feel supported by their employers will be 
found to be better able to engage in compassionate practice. Such a finding would support 
proposed measures to improve the health and well-being of NHS staff, as identified within
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The Boorman Report (DH, 2009c), an agreed set of actions on the NHS to embed staff 
welfare into NHS infrastructure and systems.
The Department of Health and NMC drivers for compassion within healthcare and nursing 
have been formulated alongside a need to measure the quality indicators that represent this 
aspect of care (DH, 2008a; RCN, 2008a; DH 2010c). However, it is difficult to separate out 
different aspects of nursing for singular quantifiable measurement and measurement of 
compassion would probably rely upon measures of appearance and outcome only, possibly 
just exacerbating the facade of compassion (Bradshaw, 2009). Introducing a compassion 
index could just become another target for nurses to demonstrate without any real meaning 
behind the actions and this expectation could detract from the more important professional 
responsibility to provide high standards of care and build effective nurse-patient relationships 
within environments that face low staffing and economic pressures (Sturgeon, 2010). 
However, despite these reservations, many UK NHS Trusts are developing ‘measurement 
tools' for monitoring the care, kindness and compassion of the nursing staff (South East 
Coast NHS, 2011). Some NHS Trusts have introduced quick reference guides for staff on 
the ’21 vital signs’ of care, kindness and compassion in an attempt to promote 
compassionate practice (appendix 1). Within such guidance are examples of what is 
expected of nurses in relation to managing pain and distress, from a ‘positive’ to a ‘poor’ 
response. The positive response indicates the use of ‘emotional labour’ in that nurses are 
expected to ‘demonstrate’ they are trying to support the person and ‘show they care’ through 
trying to ‘resolve the problem’; in other words, trying to empathise with the other person’s 
situation and enact behaviours and emotions that relieve their suffering.
3.3 Compassion, Empathy and Emotional Labour
Definitions of compassion inextricably link the concept to emotions through association with 
affective and empathie responses to suffering in others. Empathy is another complex
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concept that requires the dynamic ability to understand the feelings (emotional and/or 
physical) of another person (Wiseman 1996). Empathy is a first step in understanding 
another person’s suffering and enabling compassion, but to sympathise implies greater 
emotional engagement in that person’s situation (van der Cingel, 2009). Having sympathy 
means having feelings of pity or sorrow for another person’s suffering.
In order to feel compassion you also have to have specific thought about the person’s 
situation because if you see a person suffering you also need to think that suffering is terrible 
(van der Cingel, 2009). To feel compassion you must want what is best for the other person 
but as previously discussed, it could also be argued that the desire for wanting to help 
another person should not be felt at the expense of oneself. However, there are many 
examples within human history and evident within religious texts (Armstrong, 2011) where 
expressed acts of selflessness have compelled one person to help another to their own 
personal detriment. The drive to be selfless and altruistic, even to the point of self-sacrifice 
for another person, is complex and the religious or values base for this intention adds to the 
complexity in understanding the emotional context of compassionate practice.
What distinguishes compassion from sympathy is the desire to not only acknowledge 
another’s suffering but to act to alleviate that suffering (Schantz, 2007). So, as van der 
Cingel (2009) explains, compassion does require effort on the part of the professional by 
asking them to acknowledge suffering by showing they care about an individual and that 
person’s unique situation, through personal attention and showing their emotions, and to act 
upon those feelings. It is important to patients that their suffering is acknowledged (Bridges 
and Nugus, 2009) and therefore it is equally important that we understand how nurses can 
safely experience and demonstrate compassion towards their patients.
Bridges and Nugus (2009) explored the experiences of 69 older people and 27 relatives in 
urgent care settings within 31 English NHS Trusts. Although they acknowledge their data 
collection was limited by interviewers being practitioners who had minimal training in
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interview techniques, their findings support concerns that older people felt their sense of 
worth and ‘personal significance’ was diminished because staff did not identify their 
individual fears and needs but focused upon the medical reasons for their being in the 
emergency department. This ‘subordination’ of non-medical needs demonstrates a lack of 
acknowledgement of suffering and desire to relieve suffering, in other words a lack of 
compassionate practice.
Acknowledging suffering and acting to relieve that suffering, in other words being 
compassionate, has been described as an emotional endeavour (Goetz et al., 2010) and 
thereby requires emotion work. Through recognising and acknowledging suffering in 
another person, nurses are engaging in empathie understanding of another person’s 
situation. Through acting to alleviate that person’s suffering, nurses are engaging in 
suppression or induction of emotions, on the surface or deeper within themselves, in other 
words engaging in emotional labour (Hochschild, 1983). In order to understand the 
expectation and consequences for nurses to engage in compassionate practice, it is 
important to understand the emotional labour involved for nurses in meeting that 
expectation.
The study of emotional labour in nursing arose from research by Arlie Hochschild (1983). 
Hochschild undertook studies on the emotional work of flight attendants. Flight attendant 
work involved the induction or suppression of feeling so that those they served (the airline 
customers) felt ‘cared for’ and safe. The effort involved in induction and suppression of 
emotions to meet the expectations of the organisation or person’s role, in other words the 
‘emotion management’, became known as Emotional Labour and it could be learned, could 
be gained through experience, and was affected by both environmental conditions and 
external controls (Hochschild, 1983). Emotional labour involves processes that Hochschild 
refers to as surface and deep acting, which both involve a degree of deception between 
what is really felt and what is expected to be felt, and therefore effort in managing emotion. 
Surface acting takes place when a person suppresses one emotion to show another
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emotion, such as suppressing disgust to show sympathy, smiling when anxious. Deep 
acting takes place when a person develops their inner emotion to induce an expected 
emotion, for example if they suppress disgust and show sympathy, their emotional labour 
actually results in them feeling sympathetic. Inducing or suppressing emotions within these 
forms of ‘acting’, require effort that can be unconscious or semi-conscious (Hochschild, 
1983; Smith, 1992).
Theodosius (2006) further develops the theory of emotional labour in nursing by suggesting 
that emotional labour is also an interactive and relational process between nurses and 
patients, with unconscious dependence and independence from thinking about emotions. 
For example, in feeling sympathy a nurse may receive gratitude from the patient and this in 
turn may create another emotional state born out of that interaction (Theodosius, 2006:900). 
Although Hochschild and Theodosious demonstrate some differences in their explanations 
of emotional labour, and the social processes involved within emotional labour, they both 
recognise the importance of emotion management within nursing practice and that emotional 
labour requires conscious and unconscious effort.
Smith (1992) applied the concept of emotional labour to research involving student nurses. 
Her study took place during a time when nurse training was set within hospital based 
schools of nursing, the students made up the majority of the workforce delivering care, and 
nurse education was starting to move into Universities. Using a participant observer 
approach to explore how students learn to care. Smith identified many key features to this 
complex phenomenon and used emotional labour to explain student nurses’ care. She 
found a ‘caring trajectory’, where student nurses’ caring styles and caring capacity changed 
during their journey to becoming a staff nurse (Smith, 1992:112). They came into their nurse 
education ‘fresh and enthusiastic’ and by the end of their 3 year programmes had become 
‘cynical and disillusioned’, less able to engage in the emotional labour of nursing, and less 
able to ‘see the person behind the disease’. She also found students better able to provide
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care when they themselves felt cared for as individuals by those around them, through 
caring role modelling by their ward sisters and teachers.
Smith (1992) identified the importance of recognising the value of emotional labour and that 
the emotional components of caring require specific consideration within nurse education. 
Smith (1992) further suggested that this demonstrated the importance of understanding and 
managing emotions in nursing and nurse education, and the importance of developing the 
complex interpersonal skills required so both patient and nurse, and nursing teams, have a 
positive nursing experience. Smith’s (1992) study also demonstrates that the phenomenon 
of a decreasing caring trajectory among student nurses was recognised within nurse 
education 25 years ago appears to resonate with deficits in caring behaviours identified 
within more recent research on student nurses (Murphy et al., 2009), as explored within the 
next chapter.
Smith (1992) suggested that as caring underpins all nursing activity including the technical, 
communication and physical skills, the ability to care must be recognised as a valued 
attribute in nursing work. Caring may not come ‘naturally’ to all nurses and student nurses 
can start their training with intentions of caring but find themselves in an environment that 
does not support them in this, feeling they need to ‘manage their feelings’ in order to survive 
(Smith, 1992). In a review of the original research findings from 20 years earlier. Smith 
(2012) demonstrates that many of her original discussions are still valid within 21®' century 
nursing environments.
As previously outlined, there have been numerous changes in the RN role and these 
changes have extended into leadership within nursing practice (O’Driscoll et al., 2010). 
Smith (2012) explains how changes within 21®' century nursing leadership and practice have 
meant a reduced time for RNs to be with their patients. The delegation of many care 
activities to HCAs has made it more difficult for RNs to get to know their patients, not having 
the intimacy of providing personal care alongside the close communication that activity
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involves. Over the last 20 years there has also been a change in the impact nurse leaders 
have on the work environment. In the 1980s, ward Sisters set the emotional tone of the 
caring environment and it was evident within Smith’s research (1992) that the Sister’s 
patient-centred approach and her ability to care for her staff and students enabled the team 
to care for their patients. However, in the 2010s, ward leaders are more managers of care in 
that they have budgets to control and targets to keep (O’Driscoll et al., 2010). The 
‘emotional tone’ of the care environment is therefore set by more junior nursing staff, such as 
mentors, and it is these mentors who are also required to provide the nursing care 
‘efficiently’ within target-driven and fast-throughput NHS services. Smith (2012) explains 
that it is no wonder that nurses now have concerns about the competing pressures of 
nursing and teaching student nurses, and having time to care rather than just allocate and 
undertake tasks that are required to be completed by the organisation that employs them.
Many of the emotional labour demands upon nurses however, remain the same today as 
they did in the 1980s. Nurses are still expected to give their patients a sense of being safe 
and cared for, promote health or provide a ‘good death’. RNs within 21®' Century nursing in 
the UK are also expected to demonstrate compassion through understanding the suffering of 
their patients in order that they can work to alleviate that suffering. RNs require the skills to 
meet these emotionally complex requirements alongside the competing demands within 
practice, and in turn ‘may need to use their emotional labour to develop emotional 
intelligence in order to survive and thrive’ (Smith, 2012:175).
3.3.1 Emotional intelligence
Since Smith’s original research, many studies have explored aspects of the emotional labour 
of nursing and midwifery, and the emotional intelligence required within nurses’ work (Smith 
and Gray, 2001; Freshwater and Stickley, 2004; Allan and Smith, 2005; Hunter and Smith, 
2007; Smith and Lorentzon, 2007; Gray, 2009). Emotional intelligence is a concept that has
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been described as the ability to examine one’s own feelings and the feelings of others, to 
distinguish between them, and to use this information to direct thinking and behaviour 
(Beauvais et al., 2010).
Research by Beauvais et al. (2010) identified that emotional intelligence is related to nursing 
performance, particularly within the realms of teaching and collaboration, planning and 
evaluation, professional development, and interpersonal relationships and communication. 
The higher the students’ emotional intelligence the better they performed in these subscales. 
It can be argued that emotional labour is involved in all these performances, as they require 
understanding of others perspectives, identifying emotional needs in others, and accepting 
responsibility for your own actions while engaging in activities. The emotional labour of 
nursing could therefore be seen as linked to emotional intelligence. However, this study 
involved online questionnaires which the researchers acknowledged were open to potential 
confusion in application. Despite these limitations, the exploration of emotional intelligence 
holds promise for further understanding the emotion-related work in nursing.
Freshwater and Stickley’s (2004) commentary on emotional intelligence in nurse education 
emphasises the importance of emotional contact between the nurse and patient, where 
emotional contact can have a profound healing effect, and claim that if nurse education 
ignores the value and development of the emotions it denies the very ‘heart of the art’ of 
nursing practice. They claim that nursing curricula need to include the opportunity for 
students to understand themselves in a way that enables them to create relationships with 
others, perhaps through critical reflection, but carefully facilitated so that learning emotional 
intelligence is meaningful and enables them to take on and maintain the role of caring 
(Freshwater and Stickley, 2004). They criticise current nursing curricula in that they often 
only superficially address issues of emotional intelligence and that curricula need to provide 
more concrete means for students to ‘learn emotional intelligence’ (Freshwater and Stickley, 
2004:92). They give an example of recognising emotional intelligence in everyday practice.
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such as hearing a patient sigh and recognising that the sigh requires attention through eye 
contact that can communicate understanding and human care.
Although Freshwater and Stickley don't make a link between emotional intelligence and 
compassion, it can be seen that recognition of suffering requires the ability to empathise with 
a patient’s emotions before attempting to relieve their suffering; in other words, emotional 
intelligence may be central to the emotional labour of compassionate practice. Freshwater 
and Stickley (2004) state that emotional intelligence is required in order for a person to 
reason with their emotions, especially in relation to others, and perhaps this is a further 
indication of a link between emotional intelligence and emotional labour that is not 
discussed. It is interesting to note that they draw parallels with the emotional intelligence 
required to be a nurse teacher and that for curricula to address the shortfall in attention on 
emotions in nursing, nurse teachers who feel ‘highly stressed’ and ‘disillusioned’, working in 
‘uncaring’ environments, also need to feel valued and supported (Freshwater and Stickley, 
2004:96). Emotional fatigue may be seen as an outcome of working within emotionally 
unsupported environments.
3.3.2 Measuring the Value and Impact of Compassion and Emotional Labour
Research by Murphy et al. (2009) on the caring behaviours of student nurses raised concern 
that the educational process itself may be reducing ‘caring’ over the duration of a student’s 
programme, with student nurses predisposed to feel genuine altruism at the start of their 
programme becoming ‘fatigued’, and displaying reduced expressive caring behaviours by 
the end (Murphy et al., 2009). Their study raised the question of how nurse education and 
nursing practice was promoting and supporting student nurses to maintain at least the 
positive feelings and attitudes they arrived with when they commenced their programme. 
Alongside this, the ideals and values seen as important by graduating nurses can be 
abandoned or squeezed out of these nurses during their first couple of years of qualified
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practice, leading to disappointment with and attrition from the nursing profession (Wilkes and 
Wallis, 1998; Maben et al., 2007).
An ethnographic study by Gray (2009) interviewed 16 RNs to explore the emotional labour of 
nursing and found that emotion work was considered to be a key part of the job, and that 
talking about their emotions was important to them and helped them to understand what they 
did. Gray also found that nurses used emotional contact with patients to help patients 
manage disclosures of a personal kind, enabling more partnership in care, and this helped in 
the production of an individualised and holistic care plan (Gray, 2009). The study 
demonstrated that emotional labour sustains the quality of the nurse-patient relationships 
and in turn is perceived as having therapeutic value to patients. It is therefore important to 
ensure that there is continued consideration of emotional labour in developments within 
nursing policy, education, leadership and practice through ongoing research, particularly 
where caring about patients and compassion are expectations of healthcare provision.
The value placed upon the ability to care about patients was also illustrated within a Swedish 
study by Cronqvist et al. (2004), where an imbalance was seen between the moral 
obligations of critical care nurses in ‘caring about’ their patients and the work responsibilities 
of ‘caring for’ them. Through individual in-depth interviews with 36 nurses, where they were 
asked to discuss an ethical situation they encountered, they identified tension when the 
‘caring for’ practical activities of nursing were out of line with their ability to demonstrate 
‘caring about’ the well-being of their patients. In other words, a tension within the provision of 
high quality nursing that comprised meeting the needs of patients and feeling compassion. 
One factor claimed by Cronqvist et al. (2004) for having influence on this imbalance was the 
availability of moral and emotional support for the nurses. Lack of emotional support was 
identified as due to environmental demands such as the high acuity of the patients’ 
conditions that limited the time available for such support (Cronqvist et al., 2004). This study 
provided another indication of the importance of further exploring and understanding 
compassionate practice, particularly in relation to the support required.
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The requirement for emotional labour in nursing can therefore be seen within the explicit 
expectations for compassion by health professionals within UK healthcare policy and 
guidance. However, there is difficulty with ‘measuring’ the value of emotional labour and 
compassion in terms of ‘health outcomes’, such as what constitutes a genuine smile or the 
little things’ that make a difference to patients (Smith, 2008). This may explain why systems 
to support compassionate practice appear deficient, as measurement is the key to sustaining 
resources. If a component of care can be quantified in terms of the benefit to patients and 
become ‘visible’, it can be valued in terms of resource expenditure (Ryan, 2004).
Some researchers have tried to identify ways to demonstrate the effects or ‘outcomes’ of 
emotional labour in nursing. Sabo (2006) focussed on the health outcomes for nurses 
providing caring work, evaluating the measurement tools for compassion fatigue and other 
‘costs’ of caring on those providing the care. This research identified the difficulty in 
measuring health outcomes using available instruments, despite evidence to suggest 
compassion fatigue exists among those who engage in caring.
The link between emotional labour and emotional exhaustion, providing compassionate care 
and compassion fatigue, is not just of concern to health professionals. Lewig and Dollard 
(2003) identified the importance of emotional labour as a key component of interactive 
service work among call centre workers and satisfaction at work. Call centre work, like most 
service sector activity, is faced with the global demands for cost-cutting, creating the 
opposing goals of optimising productivity while delivering superior service. This study 
identified that emotional dissonance was a type of role conflict and thereby an antecedent of 
emotional exhaustion. The role conflict arose as the call centre worker tried to meet the 
demands of the customer (client related) at the same time as answer as many calls as 
possible (personal workload). There are clearly similarities here to aspects of nursing 
already discussed, specifically the impact of the workload and the target-driven pressures of 
clinical practice on the opportunities for and provision of compassionate practice.
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In another study based in Holland, exploring the interactions between two separate groups 
of nurses and police officers and the recipients of their work, Bakker and Heuven (2006) 
demonstrated further support that emotionally demanding interactions with ‘clients’ (patients 
or the public) can lead to emotional dissonance and burnout. Through completion of 
electronic questionnaires, these two professional groups demonstrated a discrepancy 
between felt and displayed emotions, leading to dissonance and cynicism, and ultimately 
influencing their in-role performance. Despite the limitations of electronic questionnaires and 
the ‘distance’ from reality this can invoke (Kvale and Brinkmann, 2009), studies such as 
these support previous research already discussed and add weight to the concerns over the 
experiences of nurses engaging in emotional labour to maintain the compassionate practice 
they value, alongside the workload demands of targets, efficiency, increased technological 
expectations and increasing acuity of patients. Evidence such as this supports the claim that 
emotionally charged caring experiences can potentially lead to work stress, reduced quality 
of performance, burnout and attrition.
3.4 A Definition of Compassionate Practice
In order to understand the concept of compassion in healthcare provision, it would be helpful 
to bring together the general understandings expressed within the literature reviewed in this 
chapter. For the purposes of exploring socialisation in compassionate practice, I have 
developed a composite definition of compassionate practice in nursing (Leninger, 1988; von 
Dietze and Orb, 2000; Schantz, 2007; van der Cingel, 2009) as follows:
Compassionate nursing practice is complex, comprising the enactment of personal and 
professional values through behaviour that demonstrates the emotional dimension of caring 
about another person and the practical dimension of caring for them in a way to recognise 
and alleviate their suffering. (Curtis, 2012)
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3.4.1 The ‘experience continuum’ for compassionate practice
Through the exploration of nursing literature on compassion within nursing practice, it could 
be claimed that compassion has a continuum from too much to too little, both extremes 
being detrimental to the patient and nurse, and the appropriate amount benefiting both. Too 
much compassion could be described as intruding, unwelcome, and uninvited; to an 
appropriate amount of compassion that could be described as genuine, warm, and 
connected; to too little compassion that could be described as uncaring, cool, and 
disconnected. Perhaps it is also possible to define this in terms of the nurses’ emotional 
experience of engaging in compassionate practice, in that doing too little may leave nurses 
emotionally dissatisfied, doing too much may leave nurses emotionally exhausted, and doing 
what is fitting will leave nurses feeling emotionally satisfied (figure 1).
Being in Receipt of Compassionate Practice
too little results in 
feelings of being 
'uncared for and 
not cared about'
*
just the right 
amount results in 
feeling cared for 
and cared about'
$
too much results 
in feelings of 
'overbearing or 
intrusive care'
Engaging in Compassionate Practice
too little results in 
emotional 
dissatisfaction'
just the right 
amount results in 
'emotional 
satisfaction*
$ too much results in emotional fatigue'
Figure 1: Proposed Compassionate Practice Continuum derived from literature review
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3.5 Summary
The discussions above have illustrated the importance of recognising compassion within 
healthcare and the complexity of what compassionate nursing practice comprises. However, 
in order to understand compassionate practice many factors must be considered: the impact 
of UK policy and professional guidance that explicitly identify compassion as required within 
healthcare provision; the expression of compassion as beneficial to the experiences of 
patients and an indicator of quality in care; the emotional labour required to engage in 
compassionate practice; and the professional values and ideals that espouse compassion.
As explored within this chapter, student nurses in the UK are expected to achieve the 
competencies identified within NMC standards, including the expectation for engagement in 
compassionate practice and responding to the consequences of compassionate practice 
such as emotional distress and discomfort. Alongside this, they are expected to meet the 
DH expectation of providing care not just in response to requests but ‘because they care’. 
These standards and expectations are set alongside a rapidly changing UK healthcare 
environment, one that is exposed to economic pressures and one that has seen changing 
expectations of the RN role. This is also set alongside the complexity of what 
compassionate practice entails: the values and ideals and the emotional labour involved in 
its enactment.
This chapter sets out the professional requirement for engaging in compassionate nursing 
and a conceptualisation of compassionate practice that involves emotional labour. 
Alongside this conceptualisation and the explicit standards and expectations in nurse 
education, there appears a gap in current knowledge relating to 21®' Century student nurses’ 
preparation for compassionate practice in England. Closing this gap in understanding 
through a Grounded Theory study could expose student nurses’ concerns within their 
professional preparation and their behaviours to manage these concerns, and generate new 
knowledge.
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CHAPTER 4: 
LITERATURE REVIEW -  Professional Socialisation
4.1 Introduction to Professional Socialisation
In the previous chapter, the concept of compassion and compassionate practice were 
explored. Chapter 4 explores the literature on professional socialisation in order to provide 
an overview of current understanding in relation to student nurse socialisation in 
compassionate practice. The same literature search strategy explained within Chapter 3 
was used for the literature in this chapter, with new key words added as they emerged as 
important from within the data analysis; such as belonging, mentor, role model, reality shock, 
moral distress, and moral courage.
For professional socialisation to take place, a profession must be able to impart knowledge, 
skills and values to its novice recruits in order for those recruits to become the next 
generation of professionals. Weiss (1981) defined adult socialisation as a process whereby 
an adult learns how to play many social roles in order to be a member of society and so 
professional socialisation is an extension of that process to encompass the roles required of 
a profession within that society. The NMC define the point at which a student nurse has 
assimilated the knowledge, skills and attitudes and so can enter The Register’ and take on 
the role of a RN, through the attainment of pre-defined competencies within standards for 
education and essential skills for practice (NMC, 2010).
One of the first influential studies undertaken into the socialisation of nurses was by Cohen 
(1981). Cohen defined professional socialisation as,
“The complex process by which a person acquires the knowledge, skills, and sense of 
occupational iidentity that is characteristic of a member of that profession. It involves 
the internalisation of the values and norms of the group into the person’s own 
behaviour and self-conception.” (Cohen, 1981:14)
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Cohen also claimed at that time, that nurse education did not provide students with 
professional socialisation that could clarify their nursing role and allow the students to 
integrate their emerging self-concept with the reality of nursing. Cohen’s work identified an 
educational process that failed to develop professional socialisation among student nurses 
through a lack of nursing role definition to match the reality of nursing practice (Cohen, 
1981). Cohen implied incongruence between the formal education of nurses and the reality 
they experienced when they practiced nursing, described as a theory-practice gap within 
nurse education.
The occupational and professional socialisation of student nurses has been studied by many 
researchers, with several influential research studies taking place in the 1980s and 1990s. 
These studies found that students experienced difficulty understanding the expectations on 
them from their classroom based education and their practice based experiences, due to 
numerous factors such as: a lack of emotional support in practice (Smith, 1992); the 
organisation of and leadership within the practice areas (Ogier, 1982; Alexander, 1983); the 
segmentation of practice and classroom learning (Melia, 1987); and they also experienced a 
lack of commitment to the occupation of nursing when they qualified (Olsson and Gullberg, 
1987). Both Melia (1987) and Smith (1992) utilised participant observation to explore the 
student nurse experience. Melia’s participation was through being immersed in their world as 
a nurse and demonstrating personal understanding of their situation during interviews; while 
Smith’s participation was on the ground, working alongside the students as well as 
interacting with student during the interviews, a ‘participant comprehension’ (Smith, 1992, 
pi 47). These differing approaches to participant observation both have the potential to build 
trust and provide insight into the students’ learning within practice (Mason, 2007). However, 
it must also be noted that such approaches cannot guarantee the participants’ view the 
researcher as ‘one of them’ and the presence of a researcher can change behaviours, 
making it imperative the presence of the researcher is kept in focus during analysis 
(Cooligan, 2009).
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Many studies during the 1990s referred to there being a ‘theory-practice gap’, a division 
between theoretical knowledge and practical understanding, between the learning within the 
classroom and the learning within the practice placement that had been exacerbated during 
the transfer from student nurses being ‘apprentices’ who worked alongside the qualified staff 
to students being ‘supernumerary’ and under the supervision of mentors (Landers, 2000).
4.1.1 The Theory-Practice Gap’
In 1984, Melia published a Grounded Theory study on the occupational socialisation of 
student nurses in the UK (Melia, 1984). Melia interviewed 40 student nurses and found that 
a segmentation existed between the college education of student nurses that promoted a 
professional version of nursing using professional judgement, and the service setting where 
the bureaucratic practice of nursing meant ‘getting the work done’, often by splitting the work 
up into tasks. Melia found that programmes of nurse education utilised both these 
‘segments’ leaving students to ‘fit in’ with whichever segment was demanding their attention 
at that time. Student nurses’ movement from one placement to the next for short periods of 
time, to gain a breadth of experiences, also created a feeling of transience that further 
exacerbated the experience of segmentation and left the student unprepared for the work of 
a qualified nurse (Melia, 1984). This segmented approach left the student nurses with a 
sense of being between two versions of nursing and thereby a lack of commitment to nursing 
as an occupation. This study highlighted the potential for a ‘two versions’ approach to 
understanding nursing, the theory and the practice, and the ‘theory-practice gap’ became a 
phenomenon in nurse education that is still referred to today (Allan et al., 2011). It can also 
be argued that the ‘ideological and geographical distance’ between the worlds of nurse 
education and nursing practice have further polarised these positions making a theory- 
practice gap ever more evident within 21®' century nurse education (Smith, 2012:60).
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Since the publication of Melia’s (1984) exploration of student nurse socialisation, Mooney 
(2007) undertook research to explore the professional socialisation of newly qualified 
Registered Nurses (RNs) in Ireland and found that they felt frustrated and disappointed post 
qualifying due to their ideals of holistic nursing and evidence based care not being evident 
within their day to day working environment. Eleven of the twelve RN participants 
interviewed in this study recounted stories of professional socialisation that included an 
expectation to ‘fit in’ with ritualistic behaviours in practice that were ‘set in stone’ and not 
patient-focussed; and their attempts at changing practice fell on deaf ears. These RN 
participants felt that they were without a voice so they gave up trying to change practice and 
conformed. The adherence to the ward manager’s preferences for getting the work done by 
the majority of the established staff meant that these new RNs had little scope to introduce 
change or use their initiative. Mooney’s research utilised a small number of newly qualified 
participants, and although it provided a credible account of the impact of professional 
socialisation on RNs’ expectations within Ireland once students were qualified, it did not 
explore the students’ experiences during their socialisation (Mooney, 2007).
The differences between nurses’ experiences in practice and their expectations have been 
identified within the USA by McNeese-Smith and Crook (2003). McNesse-Smith and Crook 
(2003) undertook a study exploring the values of qualified nurses (n-=412) within their 
workforce using survey instruments on work values and job satisfaction, and found that 
having supportive relationships between clinical managers in practice and between clinical 
nursing staff fostered professional retention and commitment to the organisation. This study, 
like that of Mooney (2007), demonstrated that the former socialisation experiences of 
qualified nurses had an on-going effect on their adherence to or abandonment of 
professional and organisation expectations and commitment. However, the Mcnesse-Smith 
and Crook (2003) research was undertaken by sending questionnaires to a random sample 
of nurses who work within a healthcare system very different to that of the NHS. One 
methodological concern arising from this study is the potential identification of the nursing
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staff participants by their clinical managers because one data collection site insisted that the 
questionnaires were sent out on a single date and all nurses on duty that day would have 
the opportunity to take part. Despite participants not putting their names on the 
questionnaires, it could be argued this sampling approach possibly made participants 
identifiable by their managers and so reduced their confidence in anonymity. Although the 
findings from the McNesse-Smith and Crook (2003) study provide an indication that nursing 
values such as altruism and sense of achievement are related to commitment to nursing 
work, they have only limited value in understanding the student nurse experience of 
socialisation in the UK and their entry into RN practice.
4.1.2 The ‘Reality Shock’
A recent meta-analysis of qualitative studies relating to early professional socialisation and 
career choice in nursing by Price (2008) supported the notion that professional socialisation 
in nursing was strongly associated with the student’s pre-conceived beliefs about and 
expectations of nursing practice. The studies identified by Price (2008) used different 
approaches, primarily ethnography, phenomenology, and grounded theory. All resulted in a 
thematic description or interpretive explanation of socialisation in nursing. They were 
undertaken in developed countries and selected according to their ability to provide rich 
description and insight into professional socialisation in nursing. The meta-analysis 
supported the notion that a fundamental component of socialisation in nursing was the 
nurses’ exposure to and understanding of the ‘reality’ of nursing, being able to make 
connections between what they had learned to expect and what they were experiencing in 
practice (Price, 2008).
This study supported the earlier findings by Melia (1984) and the notion that a ‘reality shock’ 
occurred when the student or newly qualified nurse was first exposed to the ‘reality’ of
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practice; and that over time the nurse either learned ‘to cope’ or not, leading to retention in or 
attrition from the profession.
4.1.3 The need to ‘fit in' upon qualifying
When student nurses qualify and go through the transition to RN status, they take on 
responsibility for their own practice, attempting to enact what they have learned and meet 
the expectations of both those they care for and their employer. Some find they that they 
need to ‘belong’ to survive and so take on the ‘norms’ of peers where this may have been 
resisted before (Philpin, 1999). Philpin (1999) undertook research in Wales following the 
introduction of Project 2000 reforms to nurse education and compared the experiences of 
‘traditionally’ trained nurses and Project 2000 nurses, using in depth interviews. The Project 
2000 programme has subsequently been superseded by new 50% in practice and 50% in 
theory programmes throughout the UK, as previously discussed within Chapter 2. Using 
Grounded Theory, Philpin found that the context of nursing work had an impact upon the 
socialisation of newly qualified nurses, with the more clinical acute areas demanding 
compliance to ward routines while the clinical areas managing the care of people with more 
chronic conditions provided an environment where there was less dissonance between the 
ideals learned and the reality of care expectations (Philpin, 1999). In the purest sense 
however, this was not a Grounded Theory study, as theoretical sampling was not used, with 
Philpin explaining the use of purposive sampling to establish participant recruitment from a 
range of departments and enable comparisons between the two groups of nurses.
The context of nursing work within Melia’s (1987) research had similar impact to that of 
Philpin’s, with accounts of a busy environment generating a sense of ‘getting the work done’ 
even when this meant losing a patient-centred approach and accepting ward routines and 
task allocation. The concept of student nurses striving to ‘belong’ when faced with pressures
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from practice has been explored in greater depth later in this chapter, as ‘belongingness’ 
appears to be an important factor in socialisation (Levett-Jones and Lathlean, 2008).
Boychuk Duchscher (2009) published a systematic review providing an exploration of 
international literature on how the transition into the RN role upon qualifying was facilitated, 
identifying that newly qualified nurses around the world entered the profession with feelings 
of inadequacy and anxiety, and their success at integration into their practice roles was 
dependent upon their pre-qualifying professional preparation (Boychuk Duchscher, 2009). 
This review suggested that student nurses required preparation for role transition and further 
support to a need for bridging the gap between the undergraduate curricula and workplace 
expectations.
The challenge to enable successful transition into qualified nurse status has been 
recognised in the UK and to address it, a period of ‘Preceptorship’ for nurses was recently 
introduced (DH, 2008b). The introduction of similar specifically designed transition 
programmes at the point of registration in Australia have been reported as being successful 
in retaining staff and promoting confidence (Cleary et al., 2009).
Although preceptorship occurs after qualification as a RN, it is seen as still an important 
period of student to RN transition that requires recognition and support, a period that could 
be described as ongoing professional socialisation. I argue that if professional socialisation 
prior to registration was improved that preceptorship might not be needed as the preparation 
for transition to RN status would be in place and so the support could focus on the transition 
from novice RN to experienced RN. Such an argument implies that professional 
socialisation within current professional preparation programmes has limitations; however, 
this appears to have been the case for many decades as indicated within the research 
already discussed.
Successful transition into professional nursing practice has been shown to require support 
from both within the clinical environment and from those outside it (Edgecombe and
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Bowden, 2009). Using questionnaires (n=111) and six focus groups (n=31), they explored 
how Australian student nurses became proficient novice RNs. Through statistical analysis of 
the questionnaire data and thematic analysis of focus group data, they explain how they 
formulated a conceptual model of student nurses’ evolution to proficient novice RNs. They 
identified specific intrinsic and extrinsic factors that student nurses felt were impacting upon 
their clinical learning development. Within the clinical learning environment, one of the 
positive extrinsic factors was building relationships with peers and staff, while a negative 
extrinsic factor was a lack of emotional support, a finding that resonates with Smith (1992) 
and the impact of emotional labour on student socialisation. Developing a sense of 
belonging was also noted as an important intrinsic factor during their development to novice 
RN and several factors illustrated the importance of emotions in their development, leading 
ultimately to a sense of achievement, findings incorporating many of the socialisation 
processes previously discussed (Edgecombe and Bowden, 2009).
One of the important factors in enabling students to be successfully socialised in nursing 
according to Edgecombe and Bowden (2009), was the support of not only mentors and 
teachers, but the support of peers, family and friends. This finding was also evident within a 
study by Lauder et al. (2008) where student nurses in Scotland (n=777) were surveyed to 
explore their perceived self-efficacy, the support available to them, and their self-reported 
competency. The study demonstrated that professional preparation curricula were meeting 
fitness to practise expectations but suggested that more recognition of the support provided 
by family and friends ought to feature within curricula, and that support from mentors and 
HEIs may need to be improved. They concluded that one area where HEI input could be 
improved was by mobilising the student group to provide peer support (Lauder et al., 2008), 
where students who share other students’ experiences provide empathie understanding and 
advice on how they successfully managed similar situations. The importance of the peer 
group as a source of student nurse support is well recognised within other research studies 
(Stott, 2004; Kevern and Webb, 2004; Burns and Patterson, 2005; Roberts, 2009). However,
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I argue that such peer support would require guidance from among the faculty staff as 
students may not always know how best to manage situations and so support their peers 
appropriately.
4.2 Belongingness and Socialisation
As previously indicated, many studies over the last 25 years have linked student nurses’ 
sense of ‘belonging’ and being able to ‘fit in’ with successful socialisation and retention. 
However, the effect of fitting in and belonging was not always positive for the quality of 
nursing provided, as fitting in sometimes meant taking on ritualistic practice or a task 
focussed approach to nursing in order to get the nursing work done (Pearcy and Elliott, 
2004; Maben et al., 2006; Levett-Jones and Lathlean, 2008).
Levett-Jones and Lathlean (2008) explored student nurses’ experiences of belonging within 
three sites, one in the UK and two in Australia. They used mixed methods; an online survey 
of 362 student nurses followed by in-depth interviews with 18 of those student nurses. 
Although they recognised difficulties in using mixed methods, in that it meant moving 
between inductive and deductive approaches (Moran-Ellis et al., 2006), their findings 
appeared to be rich in references to the influence on students from a sense of belonging 
within practice placements. The sense of belonging was brought about primarily through 
their relationships with the qualified staff. The sense of belonging had positive 
consequences for the student in terms of them feeling safe and secure, and in their ability to 
engage in learning opportunities. However, the sense of belonging was also associated with 
students reporting conforming to poor practice. Where students did not feel a sense of 
belonging they reported difficulty in learning and focussing their attention on ‘fitting in’ and 
‘not rocking the boat’, sometimes forgoing their supernumerary status to be ‘an extra pair of 
hands’ and enhance their ‘acceptance’ by the staff. In many ways this study, despite being 
two decades later, demonstrates many of the same findings exposed by Melia (1987),
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possibly because the student experience remained one of moving from one placement to 
another throughout their programme, a segmentation of their learning, making settling in any 
one area an on-going challenge.
The experiences that student nurses brought to their nurse education also had an impact 
upon this sense of needing to belong and mature students used their maturity to their 
advantage in placements (Kevern and Webb, 2004). Through focus groups with mature 
student nurses, ranging in age from 27 to 50 years of age, Kevern and Webb (2004) found 
that having the diplomatic skills that come with life experience enabled the students to 
enhance practice-based relationships and negotiate learning opportunities. This advantage 
was of particular value to mature students as they also experienced a variety of extra 
challenges associated with competing responsibilities of family and finances. Kevern and 
Webb (2004), like Melia (1987) found that the students experienced two separate worlds 
within their preparation for becoming a nurse, the worlds of education and practice. It is 
important to note that the passage of time from 1980’s to 2010’s, has seen many aspects of 
nursing practice and nurse education change as discussed earlier, and yet despite these 
changes there is still uncertainty surrounding what creates successful student nurse 
socialisation.
Another example of the consequences of more extreme demands for ‘belonging’ and 
subsequent fear of personal consequences when a nurse does not ‘fit in’, have been cited 
as reasons for nurses’ participation with euthanasia in Nazi Germany (Benedict and Kuhia, 
1999). Although the Nazi nurses’ complied with activities that are morally incomprehensible, 
the male and female nurses who were involved and interviewed many years later explained 
their behaviour through ‘fear of death’ if they did not comply with commands. They 
explained that they rationalised killing men, women and children, healthy, ill and disabled, as 
‘putting them out of their misery’ and they soothed the emotional tension of their work with 
alcohol. They also reported that the killing was never done by one nurse but that two or 
more would share the responsibility and ‘support’ each other. They felt a sense of solidarity
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for a common cause and wanted to ‘fit in' with their colleagues and support one another, 
despite the emotional discomfort they experienced. Several of the nurses cited their 
religious faith as a source of guilt in relation to acts of killing, knowing this was wrong but 
also not wanting to prolong suffering and needing to obey more senior colleagues.
Although it is disturbing to read such accounts, Benedict and Kuhla's (1999) research 
provides some insight into understanding why these nurses engaged in euthanasia 
programmes for people who were supposed to be within their care. They expressed a need 
to belong and enact the values of the societal norms within the Nazi group to which they 
identified, and this need overcame personal beliefs and religious influences on their 
behaviour. The powerful influence of the culture within which they were immersed and their 
‘socialisation’ had resulted in these individuals undertaking activities they found morally and 
emotionally uncomfortable. Although extreme, it is interesting to consider how the power of 
the Nazi culture and fear of being seen as ‘not fitting in’ could overcome personal 
expectations of their own moral and ethical behaviour.
From these discussions, it can be seen that needing to belong or ‘fit in’ has a strong 
influence on the behaviours of junior members of a group, such as students on a 
professional preparation programme (Deary et al., 2003). Further research has shown that 
not fitting in sometimes leaves members of a group feeling distressed (Austin et al., 2005), 
and for student nurses can leave them feeling bullied (Randle, 2003; Rowe and Sherlock, 
2005). These feelings of being bullied and the distress of not fitting in can also lead to 
emotional burnout and attrition (Deary et al., 2003).
Deary et al. (2003) performed a prospective, longitudinal study into stress, burnout and 
attrition in Scottish nursing students. They measured personality, intelligence, psychological 
morbidity, stress, coping and burnout over 4 points during their programme; at the start 
(n=168), after 12 months, after 24 months and at the end (n=141). They found that students 
experienced increasing levels of stress and negative coping mechanisms as their
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programme progressed, leading some to leave their programme (Deary et al., 2003), 
another powerful indication of the importance of successful professional socialisation. 
Although Deary et al. (2003) study was limited by difficulties in exploring participant attrition 
during the three year data collection period, exploration of these socialisation experiences 
provides further weight to the need for further exploration of the effects of socialisation 
experiences on student nurses’ preparation for practice.
4.3 Socialisation and Attrition from Nursing Programmes and Nursing
Attrition from nursing programmes and problems recruiting and retaining newly qualified 
nurses continue to cause concern to healthcare providers worldwide and there is 
international recognition that many countries face potentially inadequate numbers of RNs to 
meet their future healthcare needs (RCN, 2005; Canadian Nursing Association, 2005; 
International Council of Nurses, 2006; Campbell, 2006; RCN, 2010a). It is therefore of great 
importance that newly qualified and student nurses are retained through preparation and 
support, by understanding and improving student experiences during their preparation for 
the professional demands of modern nursing such as compassionate practice. However, it 
must also be noted that some amount of attrition is ethically and professionally appropriate if 
filtering out of ‘unsuitable’ candidates for entry to the profession is to be possible and 
standards of entry to the profession maintained (Urwin et al., 2010). ‘Unsuitability’ could be 
described as those candidates who would not be able to meet academic and practice 
learning expectations or do not meet the requirements of ‘good health and good character’ 
as required within NMC registration (NMC, 2010b).
As already discussed, success in becoming professionally socialised has been identified as 
a component of retention of student nurses and newly qualified nurses (Mooney, 2007). 
Attrition from nursing programmes and from the profession has been shown to be costly in 
both monetary and personal terms, to the Department of Health (DH), Higher Education
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institutes and the individuals concerned (RCN, 2005; DH 2006b). The current and projected 
nursing workforce shortages in the UK have been identified as due to rise because of 
continued loss from programmes and employment. UK Universities have also found 
themselves facing financial penalties when attrition rates exceed a set threshold, and with 
average attrition rates in the UK at 20% and attrition from the profession within the first year 
after qualifying at 14%, the problem clearly needs further attention (RCN, 2005).
Many studies have explored attrition from nurse education and attrition from nursing practice 
shortly after qualification and found them to be multi-factorial and complex (Harvey and 
McMurray, 1997; Deary et al., 2003; DH, 2006b; Moseley and Mead, 2008; Andrew et al., 
2008; Parry, 2008). However, successful professional socialisation has been shown to 
improve retention and so needs to be an area of professional preparation that warrants 
further exploration.
4.4 Gender and Socialisation into Nursing
Another factor that could impact upon student nurse socialisation in compassionate practice 
is gender. The impact of gender in nursing has been explored for many years and still 
continues to be a source of concern in relation to the integration of males into the nursing 
profession (Davies, 1995). Females have been associated with more caring attitudes and 
behaviours due to their mothering and nurturing role in society (Porter, 1992), although some 
feminist literature disputes the value of such associations for the profession of nursing 
(Evans, 2004), much recognises that feminism debates provide opportunities for growth 
within nursing (Webb, 2002) and within nursing research (Smith, 1992).
Despite identical professional preparation programmes for both male and female student 
nurses, male students appear to have different socialisation experiences in relation to how 
they view their masculinity in a predominantly female profession (Dyck et al., 2009). The 
frequent use of the word ‘male’ before student or nurse reinforces them as a minority group
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within the profession despite the fact that men have been involved in nursing activities 
throughout history and so are not a new phenomenon. It is also interesting to note that 
despite the potential to recruit from both genders within the population, the profession 
remains predominantly female around the world.
McLaughlin et al. (2010) undertook a longitudinal study on the experiences of student 
nurses, using a sample that consisted of 350 female and 34 male students. The participants 
completed a questionnaire relating to gender role identification and gendered views of 
nursing careers; they completed the questionnaire during their first 4 weeks and at the end 
of their programme. At the end of their UK based nursing programme the students that 
remained on the programme were followed up and it was found that 34 female students had 
dropped out (approximately 10%) and nine males (approximately 28%). The attrition of male 
student nurses was significantly higher than that of females and according to the findings 
from McLaughlin et al. (2010), aspects of this may be due to the students own gender 
stereotypes and lack of role models making them feel ‘at odds with their occupational 
environment’ (McLaughlin et al., 2010:306), however the actual reasons for male student 
nurse attrition was not explored. The students also demonstrated preferences for specific 
career aspirations in nursing that appeared more acceptable for the male gender, areas of 
nursing such as mental health where occasional use of restraint could require the physical 
strength associated with being a man, with a higher proportion of male students preferring 
specialist roles where greater autonomy was expected and fitted with their ambitions of 
leadership. There was no exploration of the expectations of emotional labour within the 
male population as a possible contributing factor or that gender may influence the 
socialisation in caring behaviours and career aspirations.
Other studies have identified difficulties facing male students, that impact on their ability to 
complete their education, including difficulties they encounter when in practice such as 
intimate caring for female patients (Patterson and Morin, 2002) and a lack of successful and 
local male role models (Brady and Sherrod, 2003). These studies however, did not explore
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the emotional component of socialisation experiences and so add little understanding to the 
socialisation in compassionate practice required within professional preparation 
programmes.
Female gender issues are also important to consider within student nurse socialisation. As 
previously discussed, caring has been seen as ‘women’s work’, primarily due to the maternal 
origins of care for the vulnerable in society and the physical nursing of infants, and that it 
comes ‘naturally’ to females as an extension of the nurturing role that biology dictates. It 
may be that this perception is less strong now that it was 20 years ago, with more women 
combining careers alongside raising children making a female presence in the general 
workforce more noticeable (Smith, 2012). There is also recognition of individuality within 
gender groups, acknowledging that females and males have diversity in strengths and 
weaknesses, experiences and values that can make them more or less successful at caring 
for others. The old stereotypes of the male doctor and female nurse have been largely 
overturned during the last couple of decades within developed countries, with the number of 
female medical students now exceeding the number of male medical students in the UK 
(Childers, 2006). However, stereotypes are difficult to completely eradicate and female 
medical students still experience gender stereotyping with reports of patients assuming that 
females are nurses and males are doctors (Childers, 2006).
In order to reduce gender stereotyping within nursing, McLaughlin et al. (2010) suggested 
that nurse educators and practice mentors needed to consider gender in their teaching 
practice, avoid parody and stereotypes of gender, and reject assumptions that male student 
nurses are a homogeneous group. Such approaches may allow the emotional labour of 
nursing and socialisation in compassionate practice to be better recognised as important 
components of professional preparation for male students. This is important not only for the 
successful socialisation and practice of male nurses, but also because there is a nursing 
shortage worldwide (Crow et al., 2005) and it is important that all student nurses must be 
individually valued for their unique contribution to the profession, irrespective of gender.
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4.5 The Mature Student and Socialisation
Mature students are another section of the student nurse population that has unique 
challenges during their professional socialisation, challenges and advantages in relation to 
provision of compassionate practice. The definition of ‘mature’ in nurse education may differ 
from one institution to another and from individual students’ and nurse educators’ personal 
opinions. However, in order to explore this issue, the definition of ‘mature’ can be taken from 
the many UK Universities’ criteria that state mature students are those who are over the age 
of 21 years upon commencing their programme. In 21^ Century nursing programmes many 
students are considerably older than this upon starting and have held previous employment 
for many years or raised a family since leaving school (Drury et al., 2008), a fundamental 
change from the profile of nursing students 20 years ago (Smith, 2012).
Research by Kevern et al. (1999) explored the socialisation of mature students in the UK 
through examining the entry characteristics and progress of student nurses (n=355). They 
found that age and maturity, as well as educational qualifications, played a part in students’ 
socialisation success, with well-qualified entrants and mature women with recent study 
experience performing best. Through focus groups, they found that there was greater 
provision of support for mature students from their teaching staff, as this group of students 
sought support and help more often than the younger students. Although this study split the 
age brackets from school leavers to the ‘40 and over’ bracket using 4 year periods, it did not 
really capture the myriad of extraneous variables that can be associated with age. 
Characteristics such as numbers of dependents, financial demands and stability, previous 
caring role experiences, alongside many others, can also impact upon ability to engage 
successfully in completing a nursing programme. Life experience may also have been a 
facilitating factor in their socialisation in nursing, particularly in relation to their ability to 
empathise with their patients, many of whom may have had similar life experiences that
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school-leaver students may not yet have encountered. Although many of the factors that 
could impact on the ability to empathise are associated with 'maturity', they are not 
determined by this alone. Age cannot therefore be considered a reason for socialisation 
success in itself, a complex inter-relationship between age, personality, life experience and 
other personal factors must impact upon a student nurse’s socialisation, as discussed within 
this chapter.
4.6 Personality and Socialisation
There are many ‘popular beliefs’ about the ‘type’ of person that makes a successful nurse, 
mainly focussing on attributes such as being caring, kind, hard working, thoughtful and 
altruistic. Such attributes may also be important considerations in successful socialisation in 
compassionate practice. McLaughlin et al. (2007) reported on the role of personality and 
self-efficacy in the success and retention of student nurses. The same longitudinal study 
previously discussed, recruiting 350 female student nurses and 34 male student nurses, 
measured personality and self-reported occupational and academic self-efficacy during their 
first year; following this up with final marks and attrition data upon their completion. Self­
belief in occupational self-efficacy was seen to be a predictor of success. According to 
McLaughlin et al. (2007), this could be due to students who have a strong sense of being 
able to meet the demands of nursing feeling more motivated and committed to succeed and 
pursue a career in nursing. However, the use of self-reporting in this research may not have 
provided the full picture and more objective measures such as additional assessment of 
participants’ self-efficacy from peers, teachers and practice staff could have enhanced the 
credibility of the findings. Again, this study used attrition as an outcome which in itself may 
be too broad as attrition is well known to be a multi-faceted problem and not a reflection of 
factors such as personality or self-efficacy. However, it is interesting to note that students 
who appeared to be more impulsive and apathetic were less likely to succeed, supporting
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the findings from the Kevern et al. (1999) research discussed above, that students who 
actively seek out support and help more often are more likely to complete their programme.
Studies such as these further highlight the importance of exploring the experiences of 
student nurses during professional preparation. These findings added to others previously 
mentioned further illustrate the complexity of exploring socialisation in compassionate 
practice.
4.7 Role Models, Mentors and Socialisation
As outlined previously, student nurses in the UK are exposed to nursing in practice 
intermittently within ‘placements’ throughout their 3 year programme, amounting to 50% of 
their programme activity, and the primary support for student learning and assessment in 
practice in the UK is through the role of practice mentor (NMC, 2006; NMC, 2010). 
Exposure to practice involves observing and working alongside role models, such as 
mentors, and this is seen as an important part of students’ learning and socialisation into 
professional behaviours (Belinsky and Tataronis, 2007).
Exemplary role models exist in nursing and Perry (2009) identified the traits and behaviours 
that made nurses excellent role models. Through interviews with eight ‘exemplary role 
models’, randomly selected from names put fon/vard by their own nursing colleagues as 
examples of staff they would most want to care for them, the traits and behaviours of the 
excellent role model emerged. Despite the research only utilising data from eight 
participants it has concept validity, as the behaviours identified as ‘excellent’ were those 
identified within NMC and DH guidance on the expected ideals within nursing practice (NMC, 
2008; DH, 2008a). Perry’s findings resonated with previous research on the expectations of 
patients from their nurses (Bridges and Nugus, 2009), such as that they attended to ‘the little 
things’ that made a difference to patients, qualities and behaviours previously identified 
within the definitions and expectations of compassionate practice. Other valued behaviours
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were ensuring the maintenance of dignity and using ‘gentle hands’. Perry (2009) found it 
was not ‘what is done’ but ‘how it is done’ that matters when identifying good role models. It 
is interesting to note that the role models’ behaviour towards students was also a factor, with 
excellent role models ‘connected’ to those they were working with, having genuine empathy 
with the learner (Perry, 2009). This finding supports the importance of the learning 
environment in terms of the people from whom students learn (O’Driscoll et al., 2010; Smith, 
2012). It is understandable why students would actively seek out such role models as they 
were aware that this enabled a better learning relationship to develop, as seen within the 
‘belongingness’ literature already discussed.
Despite examples of good role models, there have been many reports of students observing 
clinical behaviour that served as a poor role model. Observing and being involved in 
unethical practice can leave students feeling a sense of failure, despair, disappointment, 
turmoil, agitation, shame, anger and depression (Erdil and Korkmaz, 2009). The study 
undertaken by Erdil and Korkmaz (2009) in Turkey used open-ended questionnaires with 
student nurses (n=153) and identified some key features of concern. The students had all 
witnessed situations where ethical problems arose in practice, such as physical 
maltreatment by health professionals, psychological maltreatment, ignoring patient privacy, 
and other acts that were not considered ethical within healthcare practice. Although Erdil 
and Korkmaz (2009) acknowledged that Turkey’s healthcare system lacked many of the 
advantages of other healthcare systems around the world, such as environments that were 
not conducive to privacy within hospital wards, they also emphasised that nursing practice 
should still maximise adherence to legal regulations and patients’ rights within healthcare 
institutions and students should still be taught to respect and safeguard their patients. They 
concluded that student nurses were not internalising the ethical principles taught to them 
during their professional preparation, and that on-going support was required to ensure on­
going ethical behaviour (Erdil and Korkmaz, 2009). This research indicates a practice reality 
that is at odds with professional ideals. However, the ethics within their research is
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questionable as there appears to have been no protection of the participants’ anonymity, 
with questionnaires distributed at the end of a class and returned directly to the researcher 
who was also one of their University teachers. This could have impacted upon the 
participants’ sense of confidentiality in answering the open-ended questions truthfully (RCN, 
2009a). It must however be noted that the researchers acknowledged that their school of 
nursing in Turkey had no access to an institutional research ethics committee.
Mentor support for UK students in practice has been researched considerably over the last 
20 years and links closely with the literature on role modelling already discussed, as mentors 
provide learning opportunity for students who observe the mentor’s practice. Mentorship has 
been shown to be an important factor in student nurse socialisation and retention (Pearcy 
and Elliott, 2004; Donaldson and Carter, 2005; Kilcullen, 2007). However, the delivery of 
practice based teaching and assessing by mentors can be negatively affected by the 
increased student numbers that put pressure on mentors (Murray and Williamson, 2009) and 
a lack of recognition for what they do (Bray and Nettleton, 2006). Mentors have also been 
shown to find the simultaneous roles of teacher and assessor difficult to enact, leaving them 
feeling vulnerable or guilty when they need to fail a student (Bray and Nettleton, 2007; 
Wilkes, 2006).
Support for mentors and student learning in UK clinical environments has been shown to be 
variable in quality and provided by combinations of staff, some employed within Universities, 
some within new management and leadership roles such as Modern Matrons, and some 
within new practice based nurse teaching roles (Chappie and Aston, 2004; Burns and 
Paterson, 2005; Allan and Smith, 2005; NMC, 2006; Carlisle et al., 2009; O’Driscoll et al., 
2010; Smith, 2012). One of the more common collaborative approaches to student nurse 
learning and mentor support in practice within the UK has been identified as through the role 
of University based Link Lecturers, but tensions have been shown to exist between the 
collaborative working of practice staff and university staff (Andrews et al., 2006). Through 
the use of focus group discussions with current student nurses (n=7) and telephone
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interviews with students who had recently completed (n=30), Andrews et al. (2006) found 
that mentors and RNs felt unsupported and demoralised. According to Smith (1992), feeling 
supported enables nurses to support their patients, and so this in turn could be another 
factor in furthering understanding of socialisation in compassionate practice. These feelings 
of having no support for their mentorship role left mentors unable to provide a positive 
learning environment for students (Andrews et al., 2006). The research concluded that 
mentors’ needs must be considered by student nurse education programmes, particularly 
with regard to improved communication channels with the HEI for accessing support. 
Despite the variability in the way UK Universities and NHS practice placements structure 
their student support networks, this study’s findings indicated that practice leaders and the 
academic staff needed to work more collaboratively if the student experience was to meet 
their learning needs (Andrews et al., 2006) and thereby possibly the needs of 
compassionate practice provision.
Mentors have been the target of extensive research over the last 15 years, primarily within 
small scale studies related to the introduction of their role in the 1990’s (Jinks, 2007). In a 
critical and systematic review of the literature on research using UK mentors as participants. 
Jinks (2007) found the approaches used and outcomes from such research raised the 
importance of reconsidering the implication of mentors as targets for research. The majority 
of studies had very poor response rates (mostly less than 50%) and this was explained 
through the mentors’ workload pressures. Some studies encouraged response rates 
through follow-up phone prompting, although this in turn could be seen as an unacceptable 
additional extra pressure on already busy people. Jinks concluded that further research with 
mentors required careful consideration by ethics committees, and the methodological 
approaches used in any future research using mentors would need to enhance the sample 
size so more meaningful results were possible. Although research exploring student nurse 
socialisation could be seen as related to mentor experiences of student nurse support in 
practice. Jinks (2007) stressed that future research using mentors as participants required
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more critical appraisal in terms of ethical research practice, and alternative sources of data 
found if possible.
4.8 Socialisation and the Maintenance of Values
The practice environment has been shown to influence the ability to promote the 
professional values and ideals through several channels, the physical environment, the 
organisational culture, the way care activities are carried out, and the attitudes and 
behaviours of RNs and others in the care team (Maben et al., 2006). A longitudinal study in 
the UK using questionnaires and in-depth interviews with final year nursing students, 
followed up after 4-6 and 11-15 months post-qualifying, identified the difficulties associated 
with adoption and maintenance of values and ideals as RNs (Maben et al., 2006). Maben et 
al. (2006) found that several factors sabotaged the RNs ability to enact nursing values and 
ideals. They called this a theory-practice gap in what they expected to be able to do and 
what they actually felt able to do. The study concluded that the nursing profession may need 
to reconsider their ideals in light of the reality of practice, that espousing values such as 
individualised care in an environment where economic pressures prevent it, is unrealistic 
and only leads to disappointment. The data were collected over six years prior to the 
publication of the study and there may be an argument to say that expectations have further 
evolved in that space of time. However, the findings appeared to resonate with many other 
studies already discussed.
Around the same time. Mackintosh (2006) also undertook a longitudinal qualitative study into 
the effect time has on UK student nurses’ views about care and their ability to cope with 
becoming a nurse during their socialisation into nursing. Sixteen student nurses were 
interviewed, initially during their first 6-9 months on their pre-registration programme and 
then again when they were 6-9 months from completion. The results showed a loss of 
professional ideals over the duration of the programme linked to an increased ability to cope
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with the nursing role. At the start of their programme the students had an idealistic notion of 
the role of a nurse which was tempered by their experiences so that by their follow-up 
interview they expressed a growing sense of cynicism and emotional hardness, a finding 
very similar to Smith (1992). All the participants in the Mackintosh study expressed 
personal disillusionment with nursing and the nurses’ role in caring at their second interview, 
partly as a consequence of exposure to witnessing poor caring practice or as a consequence 
of the organisation within the working environment. Interestingly, some of these students 
expressed the desire to maintain their caring ethos, while others expressed the need for 
‘emotional hardening’ in order to protect themselves from the distressing nature of their 
work. The emotional hardening was closely linked with students’ ability to cope with nursing 
and seen as an important part of ‘switching off’, demarcating ‘home’ and ‘work’ life 
(Mackintosh, 2006). Smith (2012) has revisited the student nurse caring trajectory findings 
of her 1990s study, in light of developments within 21^ Century curricula and practice 
structures. She identifies that students’ caring trajectory is now highly orchestrated by a 
prescribed NMC curriculum and mediated by practice mentors and that the ‘caring’ side of 
nursing for contemporary students, like their predecessors, requires student to feel cared 
about by those from whom they learn. Smith also identifies the impact upon student caring 
from the pressures of technically orientated learning objectives in an environment of role 
hierarchy and fast through put targets (Smith, 2012:182).
Mackintosh (2006) also concluded that the process of socialisation into nursing was more 
complex than earlier studies indicated, that in general the effects of socialisation on students’ 
caring ideals was negative, and that the lessening of students’ caring may be a 
consequence of needing to cope with the daily pressures of the nursing role. Mackintosh 
identified there was clearly a need for further research into student socialisation and 
particularly ‘how nurse education and practice can facilitate the socialisation of pre­
registration student nurses into the professional role in such a manner which enables them
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to cope with this role, whilst maintaining the individual and professional imperative to care’ 
(Mackintosh, 2006: 960).
Further to the studies above, Murphy et al. (2009) explored the impact of nurse education on 
the caring behaviours of student nurses in Wales using a web based questionnaire. They 
found that the students’ caring behaviours moved from ‘lay’ ideals to professionally tempered 
idealism, possibly due to exposure to the reality of nursing and to the need to be accepted 
by the occupational group to which they are trying to belong. They also identified that when 
the individual student’s values were incompatible with the values dominating in practice 
settings, the students felt forced to modify their beliefs or leave that environment. These 
findings supported those by Mackintosh (2006) but must be considered alongside the 
limitations of using web based questionnaires where there was the potential for the students’ 
responses to be based on what students said they would do rather than on what they 
actually experienced, as acknowledged by the authors. The findings however, further 
demonstrated the importance of understanding professional socialisation where student 
experiences appeared to impact upon their compassionate practice.
Murphy et al (2009) suggested a reassessment of whether ‘caring values as epitomised 
through caring behaviours were still of relevance’ and if they were, that nurse education 
needs to develop a means to preserve and promote these values and behaviours in 
students. It is already known that students enter nursing with an expressed desire to have a 
career that involves caring (Mooney et al., 2008). I would also argue that compassion within 
nursing care, that is so prominent in professional and government expectations as already 
discussed, is particularly relevant to nursing and the patient experience today. The research 
studies above raise important questions about how nurse education is promoting and 
supporting student nurses to maintain at least the positive caring perspective they arrive with 
when they commence their programme.
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In response to the perception of falling standards of care in nursing, some UK NHS Trusts 
and HEIs have introduced psychometric testing of recruits to screen for the ‘right values’ 
(Mooney, 2009b). It could be argued that values testing might help in the recruitment of 
suitable students but it does not answer the question of how those values can be sustained 
during a programme of professional preparation and maintained within professional practice 
upon qualifying.
Maben et al. (2007) question whether the expectations of nursing practice are sustainable 
given the pressures within 21^ century NHS clinical practice environments. They also 
advocate a reformulation of the role of the nurse so that student nurses learn the reality of 
what they will be undertaking and so do not become disillusioned at the end of their 
programme when they commence their first roles as qualified nurses and find they cannot 
live up to the ideals of personally providing holistic care, and so suffer distress and burn-out. 
They do not suggest that the ideals and values of holistic, patient-centred and evidence 
based nursing are abandoned, but that ‘nursing needs to find a realistic way to maximise the 
potential for those values to influence practice in a resource-limited healthcare system’ 
(Maben et al., 2007:111). Such calls for further development in the culture of nursing 
require serious consideration and lend even further support to the need for research that 
improves the understanding of how expectations such as compassionate practice can be 
sustained as well as realised during professional preparation and beyond.
It is clear from the research presented that the internalisation of professional values and 
norms associated with student nurse socialisation into the profession of nursing is not yet 
fully understood and that the loss of humanistic concern during a student’s programme has 
importance in relation to an expectation of socialisation in compassionate practice. The 
literature discussed appears to support the notion that better understanding of socialisation 
and the means by which student nurse education can retain espoused professional values, 
is now required in order to meet the requirements for 21st Century compassionate practice.
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4.8.1 Moral Endeavour and Compassionate Practice
The inclusion of compassionate practice within standards for student nurse competency 
provides explicit expectations on professional values and morality. Role morality in nursing 
can be defined as ‘that which nurses do to meet the goals of nursing’ (Hanna, 2004). 
According to professional and moral codes of conduct, nurses should always act to fulfil their 
role requirements (NMC, 2008). When this is not possible, due to environmental constraints 
or other reasons, nurses can experience unwanted side effects in the form of moral distress 
and a loss of self-esteem (Randle, 2002).
Randle (2002) performed Grounded Theory research using in-depth interviews exploring the 
self-esteem of UK student nurses. The interviews were performed at the start of their course 
(n-=56) and at the end (n=39), and explored their perceived major influencing factors during 
their transition to becoming registered nurses. This study found that students’ self-esteem 
was derived from assimilating norms associated with power relationships in the clinical 
setting. Students’ constructions of their self-esteem involved a moral component. The 
research also found that when students commenced their programme they had moral 
awareness that guided their nursing performance but by the end of their programme they 
were more willing to conform to nursing ‘norms’, showing signs of being ‘desensitised’ to 
moral conflicts and thereby possibly desensitised to human need and so more likely to 
engage in poor nursing practice. Where moral practice was not upheld, the student nurses 
experienced moral distress. They perceived themselves as being unable to influence their 
immediate environment without being the recipient of negative actions by the nurses they 
worked alongside due to their non- compliance with the poor care standards. Randle (2002) 
found that students’ self esteem and self identity were changed in a negative direction by the 
process of becoming a nurse. Randle concluded that although students and nurses may 
want to engage in moral practice, the context they find themselves in often does not allow 
this, resulting in ways of working that can be detrimental to patients, the students and 
nurses, and to nursing in general (Randle, 2002). This may in part explain some of the
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subsequent loss of expressive caring behaviours seen in other studies already discussed 
(Smith, 1992; Maben et al., 2006; Macintosh, 2006; Murphy et al., 2009).
However, it could also be argued that an explanation for distress among nurses may not be 
as simple as their practice not living up to expectations. Perhaps the expectations of 
professional nursing practice are not as explicit and obvious as they should be and students 
become confused about the requirements on them as they progress through their education. 
Repenshek (2009) argued within a professional commentary that perhaps part of the 
problem lay with the subjectivity of the moral expectations within the nursing role and nursing 
decision making, and that moral subjectivity led to discomfort.
In another study exploring stress and self-esteem among student nurses, Edwards et al. 
(2010) identified that student nurses had greatest self-reported stress at the start of their 
third year and their self-esteem was lowest at the end of their programme. Student nurses 
completed a self-esteem inventory and questionnaire relating to stresses within their 
education programme at several points in time over the course of their programme. The 
individual students' responses were compared over time. Edwards et al. (2010) found that 
there was an implication that low self-esteem impacted upon students’ ability to believe they 
were capable, significant, worthy and successful. If self-esteem was low then nurses were 
less likely to be able to fulfil the demands of their roles. They also found that self-esteem 
acted as a buffer against stress so low self-esteem students may subsequently have 
reduced protection against stress.
Looking closely at these findings, it could also be argued that the low self-esteem and 
distress felt at the end of the education programme could provide further explanation for the 
self-reported reduced ability to care at the end of the programme, as seen within previously 
discussed research (Murphy et al., 2009). The researchers acknowledge that the students 
who did not complete the final questionnaires were most likely those who had experienced 
the most stress over time and were among programme attrition figures, limiting the findings
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particularly from the more extreme end of the sample. It could have been valuable to have 
tried to follow up those that dropped out of the study and the programme, to explore the 
relationship between their experiences and their psychological status. The personal distress 
due to a lack of worthiness felt by students within the study by Edwards et al. (2010) 
resonates with findings from research on emotional fatigue and moral distress.
4.8.2 Socialisation and Compassion Fatigue
As previously discussed, one factor impacting upon professional socialisation appears to be 
the need for emotional engagement with patients, features of nurse-patient relationships 
identified within DH and NMC guidance (DH, 2008b; DH, 2010a; NMC, 2010). The 
emotional engagement required to provide compassionate nursing care does not exist 
without risks. In any discussion on the importance of compassion, the risk of compassion 
fatigue, emotional ‘burn-out’ and moral distress ought to be considered as these have been 
shown to be factors in attrition (Deary et al., 2003).
Compassion Fatigue is a term applied to the adverse effects encountered by health care 
professionals and others, arising from their caring work and from when support is not 
available (Sabo, 2006). On-going, cumulative exposure to people who are in pain, suffering, 
or traumatised can create symptoms similar to those of post-traumatic stress disorder and 
yet some individuals manage to protect themselves against such effects. The emotional 
labour demands within caring work need to be factored into the effects on staff in terms of 
stress (Lewig and Dollard, 2003). Where nurses are too busy to provide the standards of 
care that they know to be best for their patients, through emotional and compassionate 
engagement, they may experience feelings of ‘burn-out’ due to emotional and moral distress, 
as shown within a recent report from the RCN Nurses Employment and Morale Scotland
(2009) Survey which showed that nursing workload pressures often prevent nurses from 
delivering the quality of care they have been trained to deliver (RCN, 2009).
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4.9 Moral Distress
The concept of moral distress in nursing evolved from work by a philosopher called Andrew 
Jameton (1984) and has been used to describe the impact of moral constraints on health 
professionals. Jameton described moral distress as arising when 'one knows the right thing 
to do, but institutional constraints make it nearly impossible to pursue the right course of 
action' (Jameton, 1984:6). Jameton’s work also distinguished between the experience of 
moral distress and the experience of moral dilemmas, explaining that in moral distress a 
nurse knows the right course of action to take but institutional structures or conflicts with co­
workers create obstacles. Jameton went on to explain that a nurse who fails to act in the 
face of these obstacles may also develop reactive distress in addition to the initial distress, 
and both pose dilemmas about individual and collective moral responsibility (Jameton, 
1993). This work clearly identified a serious concern in nursing and nurse education, how to 
ensure students and nurses know the right things to do and are enabled to do them, and 
provided the foundation on which some related research discussed below is based.
McCarthy and Deady (2008) explored the concept of moral distress in published literature 
and suggested that moral distress had particular resonance for nurses despite being an 
experience that other health professionals shared. They suggested it might be a current 
focus of interest because it provided another chapter in the story of nursing oppression or 
perhaps as a result of the particular constraints on the moral agency of nurses and their 
close proximity to their patients. They argued that as nurses are closest to patients that their 
testimony ought to be of profound importance within a healthcare system which is 
increasingly driven by targets for efficiency. This is not only a recognised issue within UK 
nursing but is also a recognised issue elsewhere around the world. A critical review of 
literature and practice by Belgian nurse researchers concluded that their healthcare systems 
put great demands on nurses (Goethals et al., 2010). They concluded that nurses not only 
needed the right attitudes, knowledge and skills, nurses also needed to be able to critically 
evaluate their care from an ethical perspective that included the multitude of factors
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influencing care delivery. For nurses to be enabled to do this their nurse educators, among 
others, needed to develop strategies that supported nurses in developing these qualities 
(Goethals et al., 2010).
Moral discomfort and moral distress have been identified as a consequence of nurses’ 
efforts to maintain their ideals and preserve moral integrity, and believing that one is not 
living up to one’s moral convictions to provide the best quality care (Kelly, 1998). A follow up 
study with nurses one year after qualifying was undertaken in the USA by Kelly (1998). The 
nurses had been previously involved in another qualitative study where they exposed their 
professional and ethical values as primarily respect and caring (Kelly, 1992). These 
students were in their final year of their professional education when they described respect 
as being for patients, their patients’ families and for colleagues, and described caring as 
doing the ‘little things’ through feelings of concern and love, being cheerful and friendly, 
providing psychological support, and many other activities associated with the emotional 
labour of nursing (Smith, 1992) and compassionate practice. Interestingly, these student 
nurses also identified the discrepancies between experiences they had within their ‘schools 
of nursing’ and those they had in hospital placements, further support for previous findings 
already discussed (Melia, 1987).
Kelly’s (1998) research exposed some features of their adaptation to the ‘real world’ of 
nursing practice 12-18 months later, using Grounded Theory and in depth interviews with 22 
of the original 23 participants, no explanation was given for the one ‘missing’ participant. All 
the participants were practicing within one of ten different hospital settings and all expressed 
a feeling of vulnerability in not knowing everything they felt they needed to know, leaving 
them feeling stressed and distressed. The nurses disclosed that the pressures of time 
prevented them from engaging in activities they believed were right to do, compromising 
their ethical values and ideals. They described events where mistakes were made and how 
they struggled with the conflicting emotions of protecting their patients and protecting
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themselves from further humiliation experienced when they exposed their errors. They felt 
powerless and sad.
Kelly (1998) explained how they coped with the moral distress by either contemplating 
leaving or blaming the hospital ‘systems’. They felt alienated from their own beliefs because 
they had violated their values and this caused emotional pain. They coped with this through 
rationalising their actions, looking for a re-justification of what they need to believe in and 
described themselves as no longer idealistic but practical and flexible. In effect these newly 
qualified nurses were involved in ‘the construction of a revised professional identity’ (Kelly, 
1998:1140). Kelly concluded with an identification of the need for further research into 
preparing students for practice, and education that prepares student nurses for the social 
forces that will affect them upon qualification. Kelly also identified that students required 
preparation for trusting their own opinions in order to protect them from the influences of 
organisational pressures. Further to this, practice was seen as having strong influence over 
newly qualified nurses with regard to their ethical practice, by forcing them into group norms.
Similar experiences have been seen within medical education with medical students 
experiencing a change in their ethical values following exposure to the working world 
(Dwyer, 1994). Findings such as these provide further weight to the need for exploring 
socialisation in compassionate practice as compassion is a professional requirement in the 
UK and as such could be at risk within the ‘reality’ of healthcare practice.
Moral distress in nursing has been recognised worldwide. A review of the literature by four 
Australian nurse researchers identified the complexity of the influences on and effects from 
moral distress within nursing around the world (Schluter et al., 2009). They identified the 
emotional consequences of moral distress as occurring when nurses experienced a situation 
with moral complexity that was not resolved and thereby caused negative feelings and 
emotional harm to the nurse. They explained that the initial moral distress could be followed 
by reactive distress when the nurse subsequently failed to act on their feeling of distress.
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This could in turn lead to feelings of guilt and inadequacy which could become moral residue 
that affected nursing practice through internalisation of the problem. They also identified the 
act of witnessing colleagues who acted in away contradictory to ethical conduct, and how if 
a nurse did not respond to such acts and so allowed them to continue, that the nurse was 
not only in contradiction to their professional code but that they also became implicated and 
so experienced moral distress.
Schluter et al. (2009) identified ethics education and peer support as the best mechanisms 
for influencing moral behaviour and preventing moral distress. They further claimed that by 
managing moral distress more effectively, nurse retention could be improved as many 
nurses who experienced moral distress also experienced emotional exhaustion and burnout, 
and if they could not escape such feelings they left the nursing profession. Such claims are 
strongly supported by other research already discussed; particularly that moral distress can 
be a result of the effort to preserve moral integrity in the face of challenges and constraints 
(Kelly, 1998).
Moral distress is not just a problem among nurses in industrialised and wealthy nations. 
Harrowing and Mill (2009) explored moral distress among 24 Ugandan Nurses who were 
providing Human Immunodeficiency Virus care within a large Ugandan referral centre. They 
identified the passion Ugandan nurses had for nursing and their commitment to their patients 
alongside their inability to implement skills and knowledge to full extent due to constraints 
such as lack of resources and infrastructure. This inability to provide care resulted in an 
experience of moral distress because their patients’ well-being was put at risk. The distress 
was expounded by the systematic challenges put on Ugandan nursing staff and the public 
perception that poor patient outcomes were the fault of nurses (Harrowing and Mill, 2009).
In another cross cultural study, Swedish and Chinese nurses’ ethical concerns were 
explored (Wadensten et al., 2008). Swedish and Chinese healthcare systems were very 
different and yet the two groups had similar experiences when it came to work related stress.
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Both groups experienced limited power to influence their provision of the best nursing care 
due to political decisions and demands for cost-cutting, having too many patients and not 
enough time, which in turn negatively influenced their job performance and led to feelings of 
professional dissatisfaction and distress. This study adds to the argument that ethical 
conflicts experienced by RNs due to an inability to meet professional practice expectations, 
such as compassionate practice, are of international concern.
4.10 Leadership and Socialisation
Central to much of the socialisation discussions already provided is the importance of 
leadership within the practice environment. The support available within practice to enable 
high quality nursing has been the subject of research and debate for many years. The 
healthcare environment has been shown to influence the promotion or discouragement of 
caring expressions and behaviour, and in turn impacts upon patient experiences and 
outcomes, and thereby could be an important factor related to student nurse socialisation in 
compassionate practice.
In UK research by O’Driscoll et al. (2010), stakeholder interviews were undertaken to explore 
the influence of leadership on student nurse learning. This research found that a shortage of 
registered nurses, the ‘busyness’ in practice and a reliance on HCAs to provide care had 
created an environment where student nurses were learning from those who may not be 
practicing evidenced based care and seeing qualified nurses as doing something quite 
different to what they were observing and practicing in their placements. They also found 
that caring and supportive leadership in clinical practice was a fundamental part of creating 
an effective learning environment for student nurses in which high quality practice could 
thrive.
Within the findings of this research are several critical factors that have direct influence on 
student nurse learning in clinical practice. They found that student nurses’ supernumerary
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status presented a ‘hurdle’ which students must learn to negotiate if they were to learn 
effectively in practice. They also found that the University based nurse educators had less 
opportunity to be present in practice and were less available to support learning in the 
clinical area. They also found that emotions were a strong component of student learning, 
mentoring and practice, and that support was required so students could manage their 
feelings and learn from them. The leadership and learning environment of the clinical area 
were primarily the responsibility of the ‘ward manager’ with the mentors the primary agents 
for student learning. The supernumerary status interfered with the hierarchy within a nursing 
team, so students learned to get along with their mentors by accepting some unwritten rules, 
a ‘hidden curriculum’, and negotiating learning opportunities in exchange for completing the 
workload activities required by the team. One stakeholder in this study described the 
situation as: ‘Doctors see their students as junior colleagues whereas nurses see students 
as labour’ (Allan et al., 2008b:73). Such a statement provided a sad indictment of practice 
based nurse education in the UK today.
O’Driscoll et al (2010) found that in order to improve student nurse learning within clinical 
practice there needed to be good leadership. Effective leadership is that which includes 
involvement in the support of students and the support of the mentoring staff, and a valuing 
of learning in practice. There needs to be adequate staffing to allow mentors to support their 
students, regular support sessions for the mentors, reflection, the supported supernumerary 
status of students, and HEI staffing that allows for tutors and lecturers to have greater 
presence in practice and thereby support practice based learning. Higher education needs 
to be embedded in nursing practice as an ‘uncoupling’ between the two sectors HEI and 
practice appears to now exist (Smith and Allan, 2010), emphasising the divide between the 
theory and practice of nursing. This finding was supported by other studies such as Evans 
et al. (2009) who also found student nurses perceived a divide, due to the lack of presence 
of their HEI teachers in the practice setting who they perceived could help them to make 
sense of the theory in a practice context. Eraut (1985) supports the notion that knowledge
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gained in the classroom is different to that gained within practice engagement, and so each 
need to have their own status and context in order for the student to learn.
Caring and supportive leadership in clinical practice is therefore a fundamental part of 
creating an effective learning environment for student nurses in which compassionate 
practice can thrive. Leadership must also be ethical. Ethical leadership aspires to good 
outcomes for individuals, society and the wider world. Ethical leaders do not have to come 
from the political or managerial hierarchy but can be any one person with moral authority 
who wins the respect of those around them (Gallagher and Tschudin, 2010). A nurse 
mentor or student nurse can provide ethical leadership to those around them, such as when 
they role model or perform compassionate and dignifying nursing to the people in their care. 
Appreciating their responsibility to the nursing profession is the key to ethical leadership. 
The ability to respond to people and situations in an ethical manner in turn relies upon an 
individual's respect for others and responsibility to others. As Gallagher and Tschudin
(2010) explain, ethical leadership begins with 'self-knowledge, especially one’s emotional 
and practical boundaries’.
4.11 Summary
As previously discussed in Chapter 2, the literature reviewed within Chapters 3 and 4 
provides background information to identify current understanding of topics related to the 
focus on compassionate practice and professional socialisation. The literature was reviewed 
using an iterative approach throughout the study on student socialisation in compassionate 
practice, and care was taken that it did not influence the direction of data collection or data 
analysis but just served to ensure that existing knowledge was available and known, so that 
new knowledge emerging from my research could add to this body of knowledge. It 
provided an opportunity for confidence that there was a gap in understanding in relation to 
student nurse socialisation in compassionate practice within 2 f^  Century nurse education in
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England. Research needs to justify itself by identifying opportunity to close a gap in existing 
knowledge, a requirement of most UK University based research ethics committees (RCN, 
2009a), and so recognised as an area of compromise within most Grounded Theory 
research (Artinian et al., 2009).
This critical review of the literature on professional socialisation demonstrates the 
importance and complexity of the socialisation process for student nurses. Many changes in 
the education of nurses have been brought in to improve the experiences of student nurses 
and their ability to attain the professional approach and competence required for the 
demanding, modern career of a UK Registered Nurse. As discussed, the recent publications 
from both the DH and NMC provide examples of a deliberate focus on compassionate 
practice for 21®* Century UK nursing. There is undoubtedly an expectation therefore that UK 
student nurses are required to become compassionate practitioners in order to fulfil 
professional expectations.
This literature review has identified there is still a gap in understanding within the 
professional socialisation experiences of student nurses, particularly in how they learn and 
then continue to engage in compassionate practice as future RNs, in the changing, busy, 
and target-driven healthcare environment of the 21®* Century NHS. To date, no research 
has exposed the concerns and management of concerns of student nurses during their 
socialisation in compassionate practice within 21®* Century healthcare environments in 
England.
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CHAPTER 5: 
METHODOLOGY
5.1 Introduction
During my journey towards a PhD, I initially thought I would undertake a mixed methods 
approach to exploring an aspect of student nurse education, following on from research 
designs used within my undergraduate and Masters level research. My first exposure to 
research in the late 1980s had been as an undergraduate in Psychology where I was taught 
to believe that a quantitative approach was preferred when studying human behaviour if the 
research was ‘to be taken seriously'. Several years later during my Masters studies in 
Healthcare, I started to explore alternative methodology and chose to combine quantitative 
and qualitative approaches. I chose a mixed methods approach for my first postgraduate 
dissertation as I believed it would enable me the ‘luxury’ of qualitative enquiry while at the 
same time meet the ‘acceptability’ of quantitative research.
Within just a few months of PhD supervision, I had broadened my understanding of 
methodologies and further explored the variety of methods available to researchers. I 
understood the comparative value of inductive and deductive reasoning. My increasing 
confidence in research methodology allowed me to consider using a purely qualitative 
approach that was new to me. Grounded Theory. Through my reading on Grounded Theory 
(Glaser and Strauss, 1967; Strauss and Corbin, 1990; Glaser, 1992; Gharmaz, 2006), I 
recognised within myself some qualities which explained my attraction to this methodological 
tradition, such as my ability to be patient and trust in the emergence of new understanding 
from within the data, and the potential to discover new theory. I also recognised the 
Grounded Theory approach of waiting for the conceptual sense to emerge from data as 
being highly suitable to a study into student nurse socialisation. As my understanding of 
Grounded Theory grew, and in particular my recognition of Glaserian Grounded Theory as a
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systematic and rigorous method (Glaser, 1999; Artinian et al., 2009), I made the decision to 
follow this approach for my PhD study.
Chapter 5 provides the background to choosing Grounded Theory (Glaser and Strauss, 
1967), my decision to use in depth interviews with student nurses, and why a Glaserian 
approach to Grounded Theory (Glaser, 1992) was selected following early data collection 
and early attempts at analysis. The research design and the process of refining the 
research focus following early data analysis are also discussed. The rationale for the 
inclusion of supplementary data is provided alongside ensuring rigour within the research 
process through the use of memos, and an explanation provided on the importance of 
transparency in data collection.
5.2 Perspectives on Choosing Methodology
On the surface, choosing a research methodology appears to be a decision based upon 
making the best fit between the methodology and the phenomenon to be studied. However, 
another important aspect of choosing a methodology is the researcher’s own philosophy 
towards exploring phenomena (Mason, 2002). Choosing between the main paradigms in 
research, positivism and constructivism, depends upon the researcher’s ontological 
assumptions of the nature of reality and their epistemological beliefs about seeking truth and 
new knowledge (Potter, 2006).
My ontological perspective was and is that human experiences are complex and the 
generation of new knowledge relating to human experiences requires acknowledgement of 
this complexity. This perspective is based upon my awareness of the importance of creating 
knowledge in nursing research that can yield new understanding (RCN, 2009a) and that 
research findings need to also provide insights that can be immediately helpful to improving 
the lives of those for whom the study is relevant (Galvin et al., 2008). Through my reading, I 
became aware that the epistemological position in relation to exploring the experiences of
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nurses had become increasingly set within qualitative methodology, as this allows an 
inductive exploration of the depths of individuals’ experiences and their social interactions to 
further the understanding of complex human phenomena (Artinian et al., 2009). It was my 
intention that through improved understanding of the complexity of experiences, I hoped 
ultimately to be able to suggest strategies that could promote beneficial change, in line with 
nursing research ethics (RCN, 2009a).
At the start of this journey, I had already developed a strong belief in the power of a single 
person’s experience to change collective understanding. This belief had arisen during 20 
years of nursing in intensive care units, where decisions relating to an individual’s care were 
paramount to their survival. Through many years of professional experience within the field 
of critical illness, assessing patients, providing complex technological interventions, and 
making difficult decisions, I discovered how predicting patient outcomes could be unreliable 
if based solely upon objective data, such as morbidity/mortality statistics. There were 
several very rewarding occasions where individuals would survive ‘against all odds’ and 
these exceptions became more and more interesting to explore. Through conversations with 
colleagues within this specialist field of nursing, I realised that many nurses shared similar 
feelings relating to the unpredictable nature of critical care and the inherently complex 
individuality of the human condition. However I had not always held this view.
During undergraduate and then post-graduate level research, I had learned and used 
quantitative approaches to understand phenomena and predict outcomes, learned how to 
control variables and collect objective data from subjects. Despite finding statistically 
significant results within the quantitative component of my Masters study, I now believe this 
approach can potentially distort the reality of a phenomenon. I now understand that the 
exceptions to the majority pattern that existed within my findings, dismissed through 
statistical analysis as not significant, yet glimpsed within the qualitative and descriptive 
components of my Masters study, can hold further opportunities for discovery of more in 
depth understanding.
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The personal reflection above is not intended as an indictment of quantitative research, as 
many valuable theories and important new understanding, particularly within healthcare have 
come from this approach. My comments are written to explain my journey from an empirical- 
deductive way of thinking about how the world works to becoming open to the value of 
qualitative and descriptive research for understanding the complexities of individuals’ 
experiences. There are many ways to view the world and understand the complexity that 
makes up nursing practice, and perhaps it is that variation in approach that gives rise to rich 
understanding (Smith at al., 2004) and makes ‘caring science’ research so relevant to those 
who work in and receive nursing care (Galvin et al. 2008).
Undertaking PhD level study gave me an opportunity to explore new horizons, not just in the 
focus of my research but also in how I went about it. After careful consideration, I chose to 
use a qualitative approach in order that I may more fully learn and understand the rigour 
required to produce new knowledge. This was an opportunity to challenge myself while I 
had access to expert supervisory support.
Within the array of qualitative methods available to a researcher, several approaches have 
been shown to provide valuable insight into social processes and behaviours, such as 
Ethnography, Discourse Analysis, Phenomenology and Grounded Theory. Ethnographic 
approaches are diverse but are fundamentally reliant upon first-hand experiences of a 
cultural or social setting through participant observation, but often involving other methods 
too such as interviews, written narratives, and visual materials such as video. Ethnography 
is therefore useful for understanding culture or society and ethnographers are said to 
immerse themselves in the culture or society in order to observe from within (Mason, 2002). 
Discourse Analysis evolved from linguistics and uses an analysis of discourse (talk and text) 
to create new knowledge and understanding of how identities, relationships and activities are 
shaped (Mason, 2002).
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Approaches using Phenomenology and Grounded Theory are best understood by looking at 
the differences between them. According to Starks and Brown Trinidad (2007), the 
differences between Phenomenology and Grounded Theory rest primarily on their differing 
underlying philosophies, goals and products. Phenomenology is set within the philosophy 
that there exists an essential perceived reality with common features, while Grounded 
Theory is set within the philosophy that theory is discovered by examining concepts 
grounded within the data (Starks and Brown Trinidad, 2007). In relation to the goal and 
product of these two approaches, Phenomenology aims to describe a phenomenon through 
exploration of participants’ lived experiences, while Grounded Theory aims to develop an 
explanatory theory of a social process through participants’ experiences. The product of 
Phenomenology is a thematic description of the essence and structures of the lived 
experience, while the product of Grounded Theory is the generation of theory from the range 
of participants’ experiences. All of these approaches are inductive and interpretative and 
can be employed to explore meaning and understanding of human experiences (Mason, 
2002).
My interest in Grounded Theory arose from these explorations. Grounded Theory was an 
accepted, tried and tested approach within nursing research (Charmaz, 2006; Artinian, et al., 
2009) and it appeared appropriate for the study of student nurses’ professional socialisation, 
a fundamentally social process. Grounded Theory had been used within some of the studies 
that had first influenced my interest in exploring the socialisation experiences of student 
nurses in the UK (Melia, 1987; Smith, 1992) and Melia (1987) provided one of the first 
examples of Grounded Theory within UK nursing research.
5.2.1 Symbolic Interaction
The theoretical underpinning of Grounded Theory is Symbolic Interactionism (Glaser and 
Strauss, 1967). Symbolic Interactionism explains that human behaviour is not simply
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reactive and behaviourist, but that a human being derives meaning from shared experiences 
and communication with others in their environment (Marceilus, 2005). The philosophy of 
Symbolic Interactionism arose from writing by Blumer (1954) and Mead (1931) (cited in 
Marceilus, 2005:350). This philosophical perspective allows the researcher to view 
individuals as being interactive components of the environment, that understanding human 
phenomena requires acknowledgement that people take meaning from experiences shared 
with others, so enabling the researcher to understand people’s experiences as both 
individuals and members of a community. This philosophy is appropriate to the community of 
nursing and the complexities of student nurses’ interactions with peers, patients, RNs and 
their nurse teachers within the environment of professional preparation practice and theory 
sessions. Symbolic Interactionism and the Grounded Theory approach that arises from 
acknowledgement and exploration of individual’s experiences were therefore suitable to the 
study of student nurse socialisation.
Symbolic Interactionism assumes people can and do consider their actions rather than just 
act automatically in response to a stimulus. In my search to further the understanding of 
how student nurses become socialised in the values and behaviours of the nursing 
profession, I recognised that this phenomenon appeared to have the complexity of both 
action and reaction, and so recognised the potential value of Symbolic Interaction and the 
use of Grounded Theory to my study.
5.3 Grounded Theory
Grounded Theory is a research method that acknowledges the uniqueness and complexity 
of human experiences, and peoples’ ability to shape their experiences (Glaser and Strauss 
1967). It developed in the 1960s from Glaser & Strauss’ sociological research programme 
exploring the experiences of people who were dying in hospital.
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Grounded Theory uses inductive reasoning to generate theory that is grounded in qualitative 
data representing the shared experiences of individuals within their social worlds, providing 
the opportunity to understand complex experiences, changes and variations in human 
behaviour (Charmaz, 2006). Using Grounded Theory enables structure in qualitative 
research and development of theory from the data, a ground up approach that constantly 
codes and compares findings, seeks out new data to explore emerging findings, and so 
enables new discoveries from within participants' experiences (Glaser, 1992).
Data collection in Grounded Theory can utilise field observations including participant 
observation, interviews, documentation and diaries, and a combination of these (Mason, 
2002). At the centre of a Grounded Theory study is the data analysis process where the 
researcher engages with the data to generate theory from it, constantly comparing new data 
with emerging theory, theoretically sampling to build further understanding, and continuing to 
compare new data with the concepts emerging until analysis demonstrates conceptual 
density and saturation is reached. It is through this process that new understanding and 
theory generation is enabled (Artinian et al., 2009).
Through exploration of various qualitative methods, it became apparent to me that Grounded 
Theory would be appropriate for studying the phenomena of student nurse socialisation. 
Grounded Theory is associated with the use of interviews for data collection and I could see 
that in-depth individual interviews with student nurse participants could allow me to probe the 
complexity and diversity of their experiences within their social worlds, identify their concerns 
and how they manage these concerns, and potentially yield new understanding of their 
socialisation that would be firmly grounded in the data and therefore have credibility.
5.3.1 The Principles of Grounded Theory
The original Glaser & Strauss (1967) work published within The Discovery of Grounded 
Theory, developed the constant comparative method through the use of two basic phases to
101
Katherine Curtis 2012
data analysis. The first phase was coding of the data with analysis of the codes to verify a 
given proposition and the second phase was categorisation and tracking of the codes to 
develop theoretical ideas. According to Glaser and Strauss (1967), Glaser (1992), and 
Strauss & Corbin (1990), the fundamental principles underpinning Grounded Theory as a 
research method are:
• the simultaneous processes of collecting and analysing data;
• constructing codes from within the data;
• using constant comparisons within each stage of the analysis of the data;
• advancing theory development during each stage of the research;
• memo-writing to elaborate on coding and categories in terms of their properties, 
relationships and any gaps emerging;
• sampling directed towards exploring depths and differences within the data rather 
than to represent a population; and conducting the literature review after analysis
Over the years following their original development of Grounded Theory, Glaser and Strauss 
evolved separate ways of analysing data and generating grounded theory, the Strauss & 
Corbin (1990) and the Glaser (1992) models. They both retained the fundamental research 
processes of gathering data, coding, comparing, categorising, theoretical sampling and 
developing a core category and then generating a theory (Walker and Myrick, 2006). Their 
differences lay within the coding process and with the use of verification.
Glaser’s coding process remained similar to the original Glaser and Strauss approach 
consisting of substantive (open and selective) coding and theoretical coding where the 
substantive codes were brought together into an emerging theory without preconceived 
categories (Glaser, 1992). Strauss and Corbin’s coding process consisted of open, axial 
and selective coding with some of this coding happening concurrently and each phase 
requiring different interventions by the researcher, such as the use of structural grids in axial 
coding, with dimensions given to a category (Strauss and Corbin, 1990). Glaser (1992)
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alleged that defining the dimensions of a category resulted in ‘forced coding’ whereby the 
grounded theory can be lost, and that dimensions should be a part of the theoretical coding 
not open coding phase. Axial coding according to Strauss and Corbin (1998) was the 
process of connecting the open codes in a way to further understand the categories, through 
a process of identifying the phenomena in which the data sits. The phenomena can be 
made up of three aspects: the conditions in which the phenomena exist; the actions and 
interactions of the people in response to what is happening within the situations; and the 
consequences of the action or interaction (Strauss and Corbin, 1998).
Glaser however, did not recognise axial coding as compatible with Grounded Theory and 
argued that selectively coding around a core category, allowing the theoretical concepts to 
emerge from the data, was the process required for Grounded Theory (Glaser, 1992, 
Artinian et al., 2009). Other researchers have suggested that the use of axial coding may 
frame the process of analysis and that this frame may extend but may also limit the analysis, 
depending on the subject of the research and the ability of the researcher to cope with 
ambiguity (Charmaz, 2006).
The issue of verification is also a point of debate between the Glaser and the Strauss and 
Corbin positions for Grounded Theory (Gray, 2004; Walker and Myrick, 2006). The use of 
constant comparison and checking is central to verification. According to Glaser (1992) the 
process of open then selective coding, if done carefully and thoroughly, verifies what is 
within the data and makes the theory that emerges grounded in the data. Glaser explained 
the process of theoretical coding as starting with theoretical sorting of memos, allowing the 
researcher to check the relationships between the data, the coding, and the evolving theory 
(Glaser, 1992). The theoretical coding that follows substantive coding, is the process of 
identifying the concepts emerging from the cues within this open and selective coding, and 
weaving the story back together (Walker and Myrick, 2006).
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Using Grounded Theory to explore any complex social phenomena must be seen as 
requiring both knowledge and skill. Glaser (1999) suggested that using grounded theory for 
the first time must be seen as developmental as it takes time to fully learn the method and 
have confidence in the research findings. In essence, this statement is true of using any 
research method for the first time. However, I argue that in order for me to advance 
knowledge in relation to student nurse socialisation in compassionate practice, I must follow 
rigorous, tried and tested processes and thereby feel able to defend the theoretical concepts 
that arise. By choosing to follow a Glaserian Grounded Theory approach to my study, I was 
enabled to report my findings with confidence.
5.3.2 My Evolving Confidence in Glaserian Grounded Theory
During and following the first two data collection visits and first four student nurse interviews, 
I used constant comparison of the data through open and ‘in vivo' coding, according to the 
general rules of Grounded Theory. I attempted to understand the coding through visual 
mapping and situational analysis (Clarke, 2005) but found this approach distracted me from 
the data rather than enabled me to see meaning within the data. Although the use of visual 
maps was attractive in that it facilitated the opportunity to share and discuss my early 
findings with my supervisors in a visual medium, I felt that the approach was too complex for 
me during my first experience of using Grounded Theory, and so I abandoned it. Clarke 
(2005) explains that situational analysis can supplement Grounded Theory, taking it beyond 
the ‘post-modern’ stage, yet I quickly realised that as a novice Grounded Theorist I would be 
wise to start with fully exploring and using more traditional Grounded Theory.
It was at this point that I attempted the Strauss and Corbin (1990) approach to data analysis.
I became aware of challenges in using axial coding and despite my attempts at axial coding 
using the early data; I experienced a sense of forcing my data to fit dimensions within a 
category. I sensed the data were being transformed in order to fit a framework and that I
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was losing the essence of the students’ experiences. I felt uncomfortable to pursue axial 
coding due to this sense of ‘forcing’, a criticism of the Strauss and Corbin (1990) approach 
within Glaser’s (1992) corrections to their misconceptions on Grounded Theory methods. I 
was unsure if this discomfort was due to my lack of experience or the fit between this 
method and my initial data, and so I attempted to re-approach the analysis using Glaserian 
Grounded Theory (1992).
Using the same data from the first four interviews, I tried the Glaserian approach of 
substantive coding (open and selective coding) and trusted in the data to provide direction to 
the emerging concepts (Glaser, 1999). The findings appeared to generate some early 
theoretical codes and to be more grounded in the students’ experiences, so my confidence 
in the Glaserian Grounded Theory method grew.
Glaser (1992) emphasised the importance of entering into a study with no pre-conceived 
ideas and remaining true to the data that were found. Glaser (1992) also suggested that 
staying long enough in the data collection phase allowed the researcher to discover the 
participants’ main concerns, so that understanding of the core process within their 
experiences was allowed to emerge. The length of time from first data collection visit to the 
third of five visits provided the time for lengthy and thoughtful consideration of the data 
coding and emerging concepts, and an identification that a Glaserian Grounded Theory 
provided the best fit for me and my data. It was apparent that using a Glaserian approach to 
Grounded Theory exposed the participants’ concerns and the strategies the participants use 
to resolve their concerns (Artinian et al., 2009). These early experiences of coding my data 
demonstrated to me that the rigorous use of Glaserian Grounded Theory could produce new 
knowledge on student socialisation in compassionate practice. I felt able to trust in 
emergence, use open and selective coding, constant comparisons and use memos to 
understand, explore further and underpin my analysis (Glaser, 1992; Charmaz, 2006; 
Artinian et al., 2009).
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5.4 Rigour in Grounded Theory
Glaser and Strauss (1967) proposed that rigour in Grounded Theory came from the 
credibility, trustworthiness, and the plausibility of the research process and theory 
generation. Glaser (1992) added that the credibility of Grounded Theory lay with four 
criteria: fit, work, relevance, and modifiability. The categories must not be forced or 
selected, but generated through fitting and re-fitting them to the data. To work. Grounded 
Theory must also be able to explain what is happening within the data, and how the theory 
accounts for the way participants resolve their concerns. The relevance of Grounded Theory 
needs to be seen in how it allows the core problems and processes to emerge from the data. 
The modifiability of Grounded Theory must be seen in its potential for further development 
and Glaser goes on to explain that all grounded theories are modifiable as more data and 
new ideas arise (Glaser, 1992).
Glaser explained how Grounded Theory meets the established criteria for rigour in research 
through demonstration of credibility, transferability, external validity, dependability, and 
confirmability (Artinian et al., 2009). To meet the requirement for credibility, a grounded 
theory must demonstrate fit, work, be relevant and modifiable, and this is made possible 
because a grounded theory is abstract of time, place and people. To meet the requirement 
for transferability, a grounded theory must move from describing what is happening to an 
understanding of why it is happening, and so be applicable to new situations. To meet the 
requirement of external validity a grounded theory not only needs to fit the situation from 
which it was generated, it also needs to fit other situations. To meet the requirement of 
dependability, a grounded theory must ensure all categories are constantly verified and new 
data or changing conditions are modified and worked into the theory. Finally, the 
requirement of confirmability in terms of ‘reproducibility, replication, and objectivity are not 
pertinent to the grounded theory method’ (Artinian et al., 2009:13) as discovering theoretical 
concepts is the goal and so any new data only extends or modifies the theory.
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In analysing the data it is important that preconceived ideas do not direct coding or 
categories (Artinian et al., 2009). Using constant comparisons between collected data and 
new data, and theoretical sampling to explore new avenues emerging within the data, 
analysis takes place over time and continues until the new data collected displays no new 
conceptual codes (Cutcliffe, 2000). There can then be confidence that the conceptual 
density demonstrates a tight link between substantive codes and theoretical codes, and the 
theoretical concepts emerging from the data demonstrate credible new knowledge.
The transparency of the data collection process, data analysis and theory generation 
processes need to be evident at every stage through the use of memos and reflections 
within Grounded Theory (Artinian et al., 2009). Acknowledgement of a researcher’s 
experiences enables others to see the honest reflexivity of grounded theory, striving for 
transparency rather than objectivity. I therefore acknowledged that as a former student 
nurse, a current RN and Nurse Teacher, I already had substantial experience of the world 
the participants inhabited. Such insight could not be erased from my memory and so 
required consideration throughout the research process, and so I acknowledged this within 
memos. The coding of data and identifying of concepts was therefore guided by the data 
with awareness of my own reflections captured in memos and recognised as separate to the 
data.
The concept of insider knowledge has been examined by Grounded Theory researchers 
before. Melia’s (1987) exploration of student nurses’ occupational socialisation was 
undertaken with the acknowledgment that she had ‘inside knowledge’ by being a nurse and 
sociologist. According to Melia (1987) the involvement of a researcher with inside 
knowledge in undertaking grounded theory not only allowed the researcher to better 
understand the informants’ view of their world but also allowed the researcher to collect data 
through interactions with them. Coming from a similar background could enhance 
participants’ understanding of the researcher’s desire to explore the phenomenon. Melia 
went on to say that she also created a feeling of comradeship by explaining her position of
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doctoral student, so creating the informal atmosphere of ‘we are all students together’ (Melia, 
1987: 194).
During my exploration of student nurse socialisation, I acknowledged my inside knowledge 
of the participants’ world. It would be impossible to be a ‘fly on the wall’ and would be wrong 
to mislead participants into believing I was a newcomer to the world of student nurses, as 
this could in itself have an effect on the participants’ responses in some way. The most 
honest and transparent approach was to be reflexive and acknowledge my background and 
interest in the same way Melia did, by explaining both my nursing and research student 
roles. In keeping these roles in mind at all times when collecting and analysing the data and 
constantly considering how insider knowledge may shape data, I could focus on the student 
data as the source of new knowledge. The use of memos enabled my thinking to be 
evident throughout the data collection and analysis phases and thereby provided an audit 
trail to enhance reproducibility, and confidence in the rigour of the method (Cutcliffe, 2000).
Ensuring rigour also involves demonstrating a study could be replicated (Koch, 2006). By 
showing a decision trail through the research process, using memos and reflections, a 
researcher can maximise the opportunity for others to replicate the findings. By making the 
researchers’ thoughts and positions available to readers, the researcher demonstrates the 
trustworthiness of the research process (Koch, 2006), as discussed further within Chapter 6.
In order to collect data that could hold real meaning, I used skills such as building a rapport 
so the participants felt safe to express their thoughts honestly; prompting with further 
questions where responses indicated further data was available; ensuring the time set aside 
for the interview was sufficient so we were not rushed and data lost; and reconstructing the 
interview guide based on interview experiences; and it was through these processes that I 
enabled credibility in the interview process (Arksey and Knight ,1999). I needed to be aware 
of my non-verbal as well as verbal communication with the participants, ensuring I did not
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lead participant responses, and I achieved this by retaining a non-judgemental and 
encouraging manner during the interviews (Kvale and Brinkmann, 2009).
The issue of subjectivism and its acknowledgement within research was therefore 
fundamental to being an honest researcher, as the most sensitive measuring instrument is 
the human brain and humans are inherently subjective (Mason, 2007). Rather than contrive 
objectivity in the data analysis and generation of concepts, the research strived for 
transparency in process and reflexivity in researcher engagement, analysis that was as 
objective as humanly possible, and showed the analytic process as openly as possible. With 
care to maintain confidentiality, the original digital recordings were shared with my PhD 
Supervisors so the processes of transcribing and analysing would be transparent and 
available for scrutiny (Lee, 2012).
5.4.1 The use of memos
Reflective memos initially helped me to identify areas for improvement within the first 
participant interview, as the skills of interviewing were best learned through practice and 
reflection on practice (Kvale and Brinkmann, 2009). I also noted within early memos that I 
was able to relax the participants at the start of the interview by providing an outline of how 
the interview would take place, the approximate length of time, the general focus of the 
questions, the fact that there were no right or wrong answers, and that the student could ask 
questions too.
In order to ensure transparency and an audit trail, I also reflected within memos during 
substantive coding and subsequent theory generation. I needed to demonstrate how data 
analysis was managed (Charmaz, 2006) and through the use of memos, I identified my initial 
thoughts on how to improve the data collection and analysis processes. Memos were 
written immediately after the interviews and upon listening to the digital recordings, enabling 
very early detection of substantive codes. Memos were kept throughout the study, at every
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phase of data collection and analysis. Memoing is fundamental to Grounded Theory; at the 
root of the analysis and the emergence of new theory (Artinian et al., 2009).
An audit trail of the data collection and analysis was imperative for transparency and 
therefore credibility and trustworthiness (Charmaz, 2006; Koch, 2006). For a novice 
Grounded Theorist, learning how to ensure rigour was as important as the findings, and 
being able to review the process through memos enabled greater confidence in the findings.
5.4.2 Enhancing Understanding with Supplementary Data
According to Grounded Theory, new theory arises from the participants’ data and so in the 
purest sense participants should be the only source of data that generates new theory 
(Glaser, 1992). However, using supplementary data can enhance understanding and 
confidence in research findings (Mason, 2002).
During early analysis following the first four student interviews, I made the decision to gather 
supplementary data from three other sources, so that these data could provide peripheral 
understanding alongside and separate to the Grounded Theory analysis of the student 
interviews. Three sources of supplementary data were identified within the same 
geographical region as the students’ programme and consisted of: Nurse Teacher 
interviews; the local NHS staff survey (CQC, 2009a); and the local NHS patient survey 
(CQC, 2009b).
In order to separately consider the findings from these three further sources, the three 
supplementary data sets would be analysed and the findings recorded as memos for 
consideration following the Grounded Theory analysis of student nurses’ interview data. The 
use of this supplementary data could enhance understanding of the student experience 
while the research main focus and analysis remained open and true to the students’ 
experiences, according to Glaserian Grounded Theory (Artinian et al., 2009).
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5.5 Summary
In order to explore student nurse socialisation in compassionate practice, Glaserian 
Grounded Theory was used. The choice of this method was seen as the best fit between 
the focus of the research, the researcher’s own perspectives on how to generate new 
knowledge, and the data emerging from student nurse interviews exploring this complex 
phenomenon. Adhering to a tried and tested method enabled demonstration of rigour and 
provided confidence in the findings and the new knowledge that emerged.
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CHAPTER 6: 
RESEARCH METHOD
6.1 Introduction
This chapter sets out the details of the research method and rationale for the approach used. 
It also provides a profile of the participants involved and an exploration of the ethical issues 
associated with research. This chapter identifies how the research was consistent with 
Glaserian Grounded Theory (Glaser, 1992) and sets out how the data were transformed into 
theory that is relevant and works, providing new understanding of student nurses’ 
socialisation in compassionate practice.
6.2 Research Design
As discussed within the previous chapter, Glaserian Grounded Theory was chosen for the 
collection and analysis of data to explore student nurse socialisation in compassionate 
practice. The method of data collection was individual, in-depth interviews with student 
nurses as this was appropriate to deep exploration grounded in the participants’ experiences 
and therefore suitable for Glaserian Grounded Theory research (Artinian et al., 2009). 
Within the following sections an overview of sampling, participant recruitment and the use of 
member checks are discussed. The ethical considerations are also explained and an 
overview is provided to explain the evolving research focus and the decision to collect 
supplementary data following the early analysis of the first four student interviews. Through 
analysis of data from student nurse interviews, a new theory on students’ socialisation in 
compassionate practice emerged.
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6.2.1 Ethical Considerations
Prior to undertaking research, it is imperative to consider ethical implications and ensure 
ethical research practice (RON, 2009a; Bradbury-Jones and Alcock, 2010). I therefore 
sought ethical research guidance from published literature, fellow researchers and my 
supervisors to ensure all ethical viewpoints had been considered before applying for 
research approval. The ethical approval was finalised through a formal application to and 
consideration by the relevant Ethics Committees at both the host University where the 
students were recruited and nurse teachers were working, and within the University where I 
was enrolled as a post-graduate student. Both Ethics Committees issued a favourable 
response to the applications for research approval for both the student interviews (appendix 
2) and subsequently the nurse teacher interviews (appendix 3).
The role of an Ethics Committee is to protect those involved in the research, participants and 
researchers, from any risks inherent within the research design and ensure the proposed 
research has potential value so participants are not exposed to unnecessary or pointless 
intrusions (RCN, 2009a). For example, if a participant should become distressed during an 
interview, perhaps through recalling a difficult or challenging experience in practice, then the 
researcher would need to have plans to manage that situation in order to protect the 
participant. For the purposes of my study where this risk existed, I planned for managing 
potential student distress by immediately stopping the interview and advising the participant 
to seek their usual source of support, such as their Personal Tutor. I would provide any 
immediate comfort required but would not pursue the questioning unless the participant 
recovered composure and specifically requested to continue with the interview. Due to the 
emotional nature of nursing practice, participants may disclose experiences that bring back 
feelings from the time of the experience, but that is not necessarily harmful as long as 
ongoing management of those emotions is provided (RCN, 2009a). Therefore, included 
within the application for ethical approval was a detailed risk analysis to demonstrate how all 
potential risks to the participants and the researcher were managed (appendix 4).
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The use of student nurses as participants required special consideration of ethical research 
practice, as they were vulnerable to coercion and due to the pressures of their programme, 
may already feel under duress (RCN, 2009a; Bradbury-Jones and Alcock, 2010). There 
needed to be careful consideration of potential role conflicts in the research relationship, 
particularly if the researcher was known to the students in the capacity of educator or 
manager, as students could feel unable to decline to take part (Steinke, 2004). These 
considerations required acknowledgement alongside all the usual requirements for ethical 
research practice.
For this study, I made a deliberate decision to recruit participants from a University distant to 
where I was employed as a nurse teacher or had worked as a RN. Recruiting from within 
my own University student nurse population as a member of their teaching staff, would have 
meant I would be personally known to potential participants. Despite the personal 
convenience that local population sampling would have provided me, as opposed to the 
time, travel and accommodation expenses associated with recruitment and data collection 
from a geographically distant area, I decided that remote recruitment was required in order 
to minimise the risk of participant coercion. Some researchers justify using their own 
students in research in that it remains true to established relationships (Roberts, 2009), 
however my personal feeling was that my familiarity with student nurses at the University of 
Surrey could not only impact upon their feeling obliged to volunteer, but it could also impact 
upon the truthfulness within the data collected. I believed they may be more inclined to 
withhold information during their interview if they felt that disclosure could leave a negative 
impression about themselves or other people known to me. By collecting my data a 
considerable distance away from where I was known, I was better able to ensure 
participants’ trust and honesty, and I felt I was more likely to be able to seek the truth within 
their socialisation experiences.
According to the ethical principles of research (Beauchamp and Childress, 1994; Moule and 
Hek, 2011), researchers must adhere to the principles of veracity and autonomy, fidelity and
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respect, non-maleficence and beneficence, and justice. To ensure veracity and autonomy, 
fidelity and respect, the participants would be told the truth in terms of an honest disclosure 
about the research focus, it being their decision whether or not to take part, that they could 
leave at any time without consequence to them, and that they would be treated with respect, 
their privacy and well-being would be maintained, with their anonymity protected. To ensure 
beneficence and non-maleficence, the research was undertaken in good faith that it could 
provide new and valuable knowledge of importance to society, and in through using a non- 
judgemental and risk managed process, not cause harm to individual participants or society. 
The research was carried out fairly, ensuring equality and respectfulness, and thereby 
worthy of the principle of justice.
Each participant’s decision to take part was informed through provision of general details 
about the research within an information leaflet prior to volunteering to participate (appendix 
5a) and agreeing to participation was recorded through signing an informed consent form 
(appendix 6). Participants’ consent was on-going, with opportunities provided when they 
could withdraw from the study, before, during and after the interview, or withdraw their 
transcript from the data set at the point of member-checking.
Within traditional Glaserian Grounded Theory there is no requirement for the use of consent 
forms as this is seen as potentially interfering with the free flowing nature of theoretical 
sampling and open discussion (Glaser, 1992). However, the ethical requirements of 
research within most organisations do require evidence of consent (Artinian et al., 2009), 
and so consent forms were used. I argue that being aware of this digression from Glaser’s 
original guidance was sufficient to ensure my theoretical sampling and interviewing retained 
openness alongside informed consent by participants. Glaser did acknowledge that 
interpretations and variation within some processes in Glaserian Grounded Theory were 
acceptable if rationale was provided justifying the variation, as long as the central Grounded 
Theory concepts were adhered to (Glaser, 1999).
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Further steps to ensure the research was ethically sound were also taken, such as 
protecting the participants’ anonymity in the transcripts and thesis through the use of 
numerical pseudonyms, and keeping confidential the content of an individual’s interview; 
meeting the requirements of the Data Protection Act (1998). I therefore assigned the 
numerical pseudonyms to the consent forms that provided the participants’ names and email 
contact information, and these were the only identifier provided thereafter, such as on the 
digital recordings and transcripts, further protecting confidentiality while ensuring an audit 
trail (Mason, 2007).
These steps are fundamental requirements of ethical research (RCN, 2009a). The identity of 
the students and nurse teachers was only recorded on the consent forms which were put 
into secure storage, and their anonymity was further protected within the transcripts when 
they made specific references to personal information. Disclosures of personal information 
during the interview were appropriately ‘reworded’ in the transcript by the researcher to 
maintain the essence of what was said without the features of an individual’s identity being 
exposed, such as changing the participant’s use of a person’s name to ‘participant’s tutor’ or 
of a named practice placement to ‘a surgical ward’.
Member-checks by participants, as discussed later, further ensured this process and 
provided reassurance to the participants of their anonymity as well as reassurance to me 
that meaning was not lost in the rewording. When I emailed the transcripts to participants for 
member-checking, I firstly thanked them again for taking part and told them that any 
references that could expose their identity in their transcript had been reworded, and if they 
had any concerns about the content they could let me know. None of the participants 
responded to me with concerns about the transcript, and those that did subsequently email 
me did so only to thank me for the opportunity to take part.
Demographic data in relation to each participant’s age and ethnicity was not requested 
although words used by participants and recorded within transcripts were not disguised if
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they provided this information, as long as they did not expose an individual participant 
identity. Glaser (1999) suggests that true understanding of phenomena comes from 
participants’ experiences and theoretical sampling to explore the breadth and depth of their 
experiences, and therefore is not dependent upon having a ‘representative sample’ from a 
population. For this reason, gathering demographical data and demonstrating demographic 
variation is only of relevance if central to data emerging and theoretical sampling (Artinian et 
al. 2009).
I was also aware of the ethical responsibility to make participation as enjoyable and 
meaningful as possible, hoping the students would learn the satisfaction of taking part in 
research through a positive experience of participating (RCN, 2009a). After each interview I 
explained that I hoped to publish my research in due course and gave all the participants an 
opportunity for me to send on a synopsis of my findings through an email communication 
route, explaining that this might be a few years away as my data collection was still on-going 
and my PhD studentship was part-time. Several of the participants expressed interest in 
knowing the final research findings but none of them requested a personal synopsis, with 
some saying that they did not know where they would be in a few years, and several 
responding that they would read about it in the nursing press when it was published. For the 
participants, the offer of member checks following transcription of their interview was 
expressed as sufficient post-interview communication.
Reflecting back on the participant recruitment, data collection and analysis, I feel all ethical 
considerations were undertaken seriously and successfully.
6.2.2 Participants
Participants for the student interviews were those currently registered on either the Diploma 
of Higher Education or the BSc (Hons) in Adult Nursing at the participating host University. 
Students on the adult nursing programme was selected to enable a specific focus on the
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field of nursing that makes up the majority of the nursing workforce within the UK and whose 
activity would be reflected within the NHS Staff and Adult Inpatient Survey data for their 
geographical region (CQC, 2009a & b). The students’ programme was full time and 3 years 
long, and students from all of the three years were invited to participate.
Over an 18 month period of data collection, 19 student nurses were interviewed in depth. 
The profile of the participants demonstrated that the theoretical sampling had resulted in 
participants from within both male and female student populations, from every year of the 
adult nursing degree and diploma programmes, and from both mature and school leaver age 
groups (Table 1). This level of demographic information was available through researcher 
observation notes taken at the time of the interview and was seen as relevant for the 
purposes of enabling theoretical sampling of specific year groups if seen as required during 
constant comparisons, coding and analysis.
Student Participants (n=19) Year 1 Year 2 Year 3
Male 2 3
Female 2 10 2
School Leaver (under 21 at start of programme) 6 2
Mature student (21 or over at start of programme) 2 6 3
Diploma 2 4 1
Degree 8 4
Table 1: Student Nurse Participant Profile
As discussed earlier, theoretical sampling enabled students to be recruited to help explore 
specific analytical concepts as opposed to trying to create a demographically ‘representative’ 
sample, as demographic data could distract from theory development (Glaser, 1992).
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6.2.3 Initial Sampling and Theoretical Sampling
Initial access to the student nurses was via one key member of University staff who when 
approached by email, provided contacts among the faculty members, the ‘gate-keepers’ to 
the student nurse population (Sixsmith et al., 2003). The first four interviews, undertaken 
during the first two visits, used purposive sampling from one cohort attending theory at the 
time of the visit. Following these first two visits, theoretical sampling was used. Theoretical 
sampling enabled further exploration of specific findings emerging from the data such as 
expressions of concern from a male student nurse about mentors’ expectations of him, 
through targeting a year three group from which to request male volunteers.
Following the fifth data collection visit and 19*^  student nurse interview, analysis 
demonstrated that conceptual density was showing data saturation. For that reason, a sixth 
data collection visit in the early stages of planning was seen as no longer required. It was 
important not to continue recruiting participants if their experiences would not add to the 
understanding of the core category and new theory, as it could be interpreted as unethical to 
request their time without purpose (RCN, 2009a). It was also important for me as a 
researcher to recognise when data collection needed to stop.
6.2.4 Recruitment
Access to the students was offered by the host University once applications to the ethics 
committees had been approved and I had met and explained to the programme staff the 
general aim of the research: to explore student nurse socialisation. The programme staff 
had no influence on participants volunteering or recruitment, nor any knowledge of which 
individual students subsequently volunteered, so eliminating any risk of coercion and 
maintenance of participant anonymity. All information used to recruit participants contained 
reference to the fact that I was a nurse, teacher and post-graduate researcher who worked 
remotely from their University and practice placements (appendix 5a). Within the information
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was reference to the fact that all ethical requirements had been met, including the voluntary 
nature of their involvement and that their written consent would be requested (appendix 6) 
although they could withdraw at any time without consequence to them. The detail of the 
student nurse recruitment consisted of several stages of contact (figure 2).
Invitation letter with research information leaflet sent by email to a specific 
cohort or subgroup of student nurses and posted on the student VLE
I
Participants volunteer to take part via email/phone reply to researcher
I
Researcher emails the participant an interview date/time during the next visit
I
Interview takes place following informed written consent
Transcription of the interview is sent by email to the participant for member
checking if requested
Figure 2: the process of participant recruitment and contact
Before the first recruitment message was sent, I contacted the programme leaders at the 
participating University with general information about the research and to establish the best 
means of communication with their students and the best timing of this communication. 
Each recruitment request was sent initially by email, with an accompanying letter and
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information leaflet and followed up by posting the request letter and information on the 
students’ virtual learning environment as a means to maximise interest. By asking students 
to respond directly to me, the delay between participants being contacted, volunteering and 
being interviewed was minimised, and so maximised the chances that students could 
participate with minimal need to cancel just prior to a visit. This was a serious consideration 
for me given the long-distance nature of the recruitment and data collection processes and 
not wanting to waste time or finances, both important considerations within successful 
research planning (Mason, 2002).
Following the first data collection visit, where electronic communication alone had resulted in 
only one volunteer, further student recruitment was enhanced by the addition of a single face 
to face meeting between me and the target cohort before one of their lectures at the start of 
the visit week. I was able to identify this opportunity through access to their timetables and 
permission granted by the teacher of the session, who waited outside the room while I 
provided a personal invitation for participation and reminded the students of my contact 
details. These face to face invitations were an opportunity for the students to meet me 
following receiving my electronic communication. Students were recruited through this 
approach with much more success than with just the electronic request, possibly due to my 
personal presence reassuring them of my approachability and integrity. I was aware that 
volunteering to participate in an interview could rely upon potential participants believing I 
was trustworthy, professional and personable (Kvale and Brinkmann, 2009).
6.2.5 Data Collection
Data was collected through individual, in-depth interviews with students, an accepted 
strategy within Glaserian Grounded Theory (Artinian et al., 2009). The interviews were 
recorded using a digital recorder. Recording allows a researcher freedom from writing notes 
during an interview or relying upon memory of the interview discussions, both less accurate
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than audio records. Using a digital recorder enabled me to focus on the participants’ 
responses to questions and securely store their audio data for the purposes of an audit trail 
(Kvale and Brinkmann, 2009).
To structure the interviews I used interview guides (appendix 7) that allowed flexibility in the 
questions asked within the broad context of exploring participants’ experiences, as 
discussed in more depth later in this chapter. I phrased the interview questions in such a 
way that they were unambiguous and did not lead the participants’ responses, a requirement 
of robust interviewing (Kvale and Brinkmann, 2009). I also demonstrated active listening 
that showed attentiveness to their responses, picking up points they made and reflecting 
them back to clarify or probe further. Observing the participant’s body language also 
provided me with rich data and directed further questioning, and as audio recording did not 
pick up this non-verbal data, I made brief field notes after each interview to capture this 
information, and these notes fed into memos. I used the skill of summarising the participant 
responses, verbally repeating what I understood the participant to have said, and so 
provided the participant with opportunity to elaborate, explain, or clarify a point. 
Summarising understanding was particularly helpful when the participant had made a 
statement that I had not fully understood, a technique recommended for effective 
interviewing (Gray, 2004). It was also very important to close the interview well so the 
participant left the interview with a positive sense of achievement (RCN, 2009a). I achieved 
this by thanking them for their time and the very valuable points they had made that would 
help my research.
Just prior to the interview, each participant was asked if they had understood the request for 
participation in the research, had read the accompanying leaflet, and were happy to sign the 
consent form. All participants were happy to proceed and none withdrew from the interview 
before it reached a natural end. Each student was interviewed once and no student was 
excluded who volunteered; an advantage of the gradual nature of theoretical sampling over 
time.
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I introduced myself by name to each participant at the start of the interview and reminded 
them I had been a student nurse many years previously, was currently a qualified nurse and 
postgraduate student, and that this study was intended towards a PhD. I maintained a non- 
judgemental approach throughout explaining the purpose of the research as exploring their 
experiences, so the process was overt and non-threatening. The relationship between me 
and each participant maximised the equality between us, respecting them in their position as 
student nurse and in return asking for respect as a research student seeking truth. This 
enabled a relationship between us to develop that minimised any power differential as much 
as is possible within any human relationship (Mason, 2002).
Data collection visits were scheduled according to when the student cohorts were in study 
blocks and therefore accessing the main University campus rather than widely dispersed 
around the region’s practice placements. Interviewing the students while on placement was 
not considered viable as the students would have little control over the demands upon them 
in terms of care provision on the day of the interview, and so forward planning was more 
likely to be compromised. The time of each interview fitted in with gaps in the students’ 
timetables and so minimised any inconvenience to them in relation to attending.
At the start of the research, it was not known how many visits would be required. It 
transpired that data collection was completed through five separate visits to the University 
where recruitment took place (table 2).
The careful timing of separate data collection visits enabled opportunity for researcher 
reflection and the constant comparison so central to data analysis in Grounded Theory 
(Glaser, 1992). My use of separate visits over a long time-frame (taking nearly 18 months in 
total) was a practical decision to facilitate the development of theory from data analysis 
following each interview and visit, and the planning for the theoretical sampling required, 
alongside the practicalities of managing research at the same time as full-time employment.
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Visit One
Early Spring 2009 - one student participant interviewed (transcription and initial analysis using memos 
achieved during 3 day exploratory visit)
Visit Two
Early Summer 2009 - three student participants interviewed (initial analysis using memos and 
comparison to previous data achieved between each interview during the 2 day visit, followed by full 
transcription and further analysis)
Evolving Research Focus and Extension to Include 
 Nurse teachers and NHS Survey Data_____
Visit Three
Late Summer 2009 -  four student participants interviewed and one teacher participant interviewed 
(initial analysis using memos and comparison to previous data done immediately after each interview, 
with the first two students and first teacher interviews fully transcribed during the week-long visit, and 
subsequent data and analysis continuing over a period of several months)
Visit Four
Autumn 2009 -  five student participants interviewed and four teacher participants interviewed (initial 
analysis using memos and comparison to previous data done immediately after each interview with 
the first three student interviews fully transcribed and initial analysis completed during the week-long 
visit, followed by full in depth analysis of the transcripts over a period of several months)
Visit Five
Summer 2010 -  six student participants interviewed (initial analysis using memos and comparison to 
previous data done immediately after each interview, followed by full in depth analysis alongside all 
previous student interviews -  data saturation reached and initial early plans for a further data 
collection visit six was cancelled)
Table 2: Data Collection Visits Schedule
The value of this long timeframe was realised between visits when reflection, constant 
comparisons of data, discussions with PhD Supervisors, memoing, and identification of 
further theoretical sampling were enabled. This careful process of analysis over time also 
enabled consideration for the theoretical sampling and direction of the next participant 
interviews, where probing of responses might be of value in exploring theoretical concepts 
emerging from the students’ experiences. However, some factors during the data collection 
were less within my immediate control, such as the number of participants recruited during 
each visit. My recruitment was dependent upon volunteers responding to my invitations and 
the theoretical sampling decisions I had made previously. This meant that I would need to 
be open to planning many visits to ensure sufficient data was collected over time.
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The inclusion of nurse teacher interviews to the dataset following the second data collection 
visit meant that recruitment and interviewing of nurse teacher participants was managed 
alongside student participants from the third visit onward. The recruitment of nurse teachers 
is discussed later in this chapter and care was taken with interview timing to ensure no 
individual teacher or student ever crossed paths, so further maintaining their respective 
anonymity. The teacher interviews took place during the third and fourth visits only and five 
nurse teachers in total were recruited. They were offered the same opportunity to receive 
their transcripts for member-checking and all took up the opportunity although none replied 
with any concerns or requested any clarifications or amendments.
Glaserian Grounded Theory recommends interview guides are only used loosely, so that it is 
the participants’ free-flowing descriptions of experiences that create the data and not the 
researcher’s area of interest (Glaser, 1992). Within the first two data collection visits where 
the focus had been upon a general exploration of students’ socialisation experiences and I 
had not yet gained confidence in my interviewing skill, I used a fairly detailed interview guide 
(appendix 7a). Reflection following the early interview experiences and coding of the first 
four transcripts, demonstrated that the first version of a student interview guide had been too 
directive and complex. On reflection, the complexity of the guide had been a distraction, 
resulting in some opportunities for probing and clarification of these student’s experiences 
being missed. The interview guide developed for the first two data collection visits was 
therefore revised to create a second version (appendix 7b) that was less detailed and more 
appropriate for loosely guiding an exploration of socialisation in compassionate practice. 
The simplification of the general question foci made the second version of the student 
interview guide more flexible and enabled more depth in the data collected and probing of 
participants’ responses. This approach was appropriate within Glaserian Grounded Theory 
as it enabled the research to remain open to the students’ concerns and still pick up 
unexplored areas of interest within the research focus (Artinian et al., 2009). This second 
version of the interview guide served only as a reminder of outline questions should the
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researcher need a visual prompt during the interview and so adhered to Glaserian Grounded 
Theory (Artinian et al., 2009). A third version of an interview guide was also developed for 
the nurse teacher interviews (appendix 7c).
The actual questions used in each interview varied in how they were worded and the order 
they were asked, and were dependent upon the participants’ responses and ensuing 
discourse. No two interviews followed exactly the same format. I was also careful to use 
everyday language so questions could be understood. The style of questioning allowed the 
participant to think and answer, having some control over the direction of the discussion, but 
without losing the researcher’s opportunity to explore new areas of interest (Kvale and 
Brinkmann, 2009).
The student interviews lasted between 45 minutes to 90 minutes and all took place in a room 
that was private, quiet and free from distractions, yet within easy access for students moving 
between lectures.
The nurse teacher interviews followed a similar process as the student interviews. They 
were recruited through letters of invitation and information leaflets (appendix 5b) sent to 
purposefully selected individuals within the faculty, identified as nurse teachers within the 
professional preparation programmes for adult nursing. In that way, these participants would 
have knowledge of the students’ programme. Nurse teacher interviews took place in the 
same private, quiet and distraction-free environment as the student interviews.
6.2.6 Refining the Research Focus
The first transcript analysis took place following the first visit, when just one student interview 
had taken place. Early analysis started to become more meaningful during the second data 
collection visit when a further 3 interviews were undertaken. It was at this point that 
substantive coding (open and selective coding) indicated compassionate practice as of
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concern to the students. Up until this point in time, the study had focused on general 
socialisation issues. The students’ concerns about the professional practice expectations of 
compassion, that they learned about in theory but did not always witness being enacted 
within practice, jumped out of the data and was a surprise to me, leading me to rethink my 
focus and keep it grounded within the student experiences.
Following the first four interviews the research focus was therefore refined to an exploration 
of socialisation in compassionate practice. By remaining flexible and open to my data from 
the first two data collection visits, I was able to recognise the concerns that were most 
important to students arising within their socialisation experiences. The participants’ concern 
about their future ability to engage in compassionate practice as RNs was exciting and 
unexpected and required serious consideration.
6.2.7 Supplementary Data Sources
As previously outlined, three supplementary sources of data from nurse teachers and NHS 
surveys were identified as having potential value in an overall understanding of 
compassionate practice. Although the student experiences would remain the focus of my 
research, I believed that these further sources of data could provide a broad view of the 
University based and practice based environments where the students gained their 
experiences and learned about compassionate practice. As discussed within Chapter 5, this 
supplementary data could be able to provide further peripheral understanding alongside but 
separate to the student data.
Adding nurse teacher interviews required further ethical approval, which was sought and 
subsequently provided (appendix 3). The thematic analysis of the teacher interviews 
provided a broad descriptive peripheral view of student socialisation in compassionate 
practice, and the findings from the NHS surveys were available within the public domain to 
provide a broad peripheral view of NHS staff and patients’ views of healthcare provision.
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This supplementary data required careful consideration in how they were to be used 
alongside the student interview data analysis, and this was managed through recording 
these findings in memos (Artinian et al., 2009). The memos from these supplementary data 
sources were linked through use of the NVivo software to coding from the student nurse 
data.
The process of recruitment and individual interviews with nurse teachers followed the same 
principles as already outlined for the student interviews, and a total of five nurse teachers 
volunteered from among the staff involved in pre-registration adult nurse education.
6.2.8 Member Checks
Member-checks are considered an opportunity to enable participants more control over their 
participation in research and enhance the content validity of the data and thereby 
trustworthiness (Elliott et al., 1999). For the purposes of this study, the member-checks 
consisted of sending an electronic copy of a participant’s interview transcript to the 
participant within three weeks of the interview, to offer them the opportunity to raise any 
concerns about the transcription. All the participants (students and nurse teachers) were 
offered this opportunity at the same time as signing the consent form. If they wanted this 
opportunity, the participants provided their email address on the consent form. Only three 
students from within the student and nurse teacher participants groups declined this 
opportunity, and of the 16 students and five nurse teachers that provided their email address 
and were sent their transcripts, only six replied following being sent their transcript. Not 
responding was explained in the email as an indication that they had no concerns. However, 
of these six participants, none raised concerns about the contents of the transcript but just 
acknowledged the receipt of it and thanked the researcher for the opportunity to be part of 
the research.
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On reflection I realised that enabling member-checks could have created difficulties if 
student participants had requested a change to the content. This was a feature of member- 
checking that as a novice Grounded Theorist I had not carefully considered. If a student 
participant had requested a change of content this could have altered that data and with 
hindsight, I have realised that member-checks can create complexity within the data analysis 
rather than enhance its content validity (Forbat and Henderson, 2005).
6.3 Data Analysis
According to Glaser (1992), data analysis requires several carefully managed processes: 
transcription of the digital recordings,
early analysis through the use of memos immediately after the interviews, 
memos during the transcription, 
memos during the coding,
memos during the constant comparisons between participants’ data, 
concurrent substantive coding of the data that included open or ‘in vivo’ coding and 
selective coding alongside reviewing memos 
• and recognition of the emergence of a core category to explain the data and generate 
new theory
Data analysis demonstrated a process that relied upon trusting in the emergence of theory 
from within the data through constant comparisons, going back and forth through past and 
new data checking and revising the coding, until density within the coding was evident, as 
required within Glaserian Grounded Theory (Figure 3). Analysis was done concurrently with 
data collection over the entire data collection period using the constant comparative method, 
as required within Glaserian Grounded Theory (Glaser, 1992; Charmaz, 2006; Artinian et al., 
2009). Initial analysis followed each student interview in the form of researcher reflective
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memos of the interview and from re-listening to the interview, and then from transcripts of 
the recordings. This enabled me to prepare for the next student interview and to enable 
subsequent participants’ experiences to be fully explored in light of what was already 
emerging within previous interviews.
Initial literature review, 
ettiical approval and 
expioratory interviews
Ttieoretical memoing, 
comparing memos 
and ongoing analysis 
w th integration of 
contextual 
supplementary data 
within memos
I
initial GT analysis, revision 
of Research Questions and- ► Listening to interviews and transcribing verbatim
further interviewing with memos to capture field observations
Further literature 
rewew to check for 
comparative theories, 
newly published and 
related research
Theoretical 
Sampling and 
further 
interviewing
Comparing codes, 
linking w th memos, 
developing selective 
codes as tree nodes’ 
and conceptual 
categories
Constant comparisons, 
memoing, analysis and 
selective coding as 
tree nodes’
Density
identified
within
coding
indicating
data
saturation
Uploading of 
interview transcripts 
to NVivo software, 
linking in memos
Line by line 
substantive 
(open and in 
vivo’) coding 
as Tree nodes’
Yes
A new theory of Student 
Socialisation in 
Compassionate Practice
Emergence and 
checking of new  
understanding
Constructing theory from 
data analysis that 
embraces all data
Figure 3: The process of Glaserian Grounded Theory Data Collection and Analysis 
within this study
This constant comparative analysis continued through the coding phases of analysis and 
enabled the findings from one interview to be examined alongside the findings from other 
interviews, as well as informing the direction of subsequent interviews and theoretical 
sampling. The iterative approach to memoing and coding, constant comparisons and re- 
memoing were hard work and time consuming. It was through working with the data so
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closely that a core category emerged from the student experiences, as discussed within the 
findings chapters.
Analysis was also facilitated by personally undertaking the transcribing from digital 
recordings and re-listening to the recordings from time to time. It was a valuable means of 
hearing the voices of the students again, mentally re-visualising the encounter, and ensuring 
student concerns were correctly interpreted from the words they used (Kvale and 
Brinkmann, 2009). Glaser (1992) did not fully support the use of interview recording and 
transcription, preferring to use note taking during and after the interview, as he believed this 
helped the researcher to focus on the most important themes arising from participants. 
However, I was justified in the use of recording and transcribing as I was a researcher new 
to both interviewing and Grounded Theory, and it was important to have confidence that 
interview content was not missed, understanding could be checked, and there would be an 
audit trail. As previously mentioned, this minor diversion from the purely Glaserian approach 
is seen as acceptable by researchers experienced in the use of Glaserian Grounded Theory 
(Artinian et al., 2009).
6.3.1 Researcher Reflexivity and Memos
Being familiar with the student nurse and nurse teacher worlds through my own professional 
preparation and nurse teaching experiences, I needed to acknowledge my understanding 
and views of these worlds while analysing the data from the participants’ experiences. I 
achieved this by continually reminding myself that each participant had a unique view of their 
own world and I was a guest in that world. Interestingly, the ability to keep ‘myself out of the 
analysis or at least identify when my own thoughts were relevant in forming new insight, was 
in part facilitated by the regional accent of the students; very different to that within my 
previous and current exposure related to student nurse education.
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As discussed within the Chapter 5, my memos and reflections from the interviews were used 
alongside the data during the coding and analysis, acknowledging me as a component of the 
analysis with my own experiences and knowledge, so needing to be transparent and 
identified within the overall picture (Clarke, 2005; Koch, 2006). Trustworthiness of data and 
analysis is dependent upon the researcher recording all their thoughts and analytical steps 
through writing memos during the data analysis (Glaser, 1992). In this way events that could 
impact upon the data or analysis can be identified and transparent to others.
An early example of an event that required careful memoing took place during the one 
interview where a student participant announced at the start that she had no more than 
about half an hour free for the interview. I noted afterwards in a memo that 7 felt annoyed 
because the research information I had provided to all participants clearly identified that an 
hour could be needed’. This memo also identified that 7 needed to suppress my 
disappointment in this participant and my concerns that she may not engage fully with the 
interview’. The interview lasted for approximately 40 minutes but then appeared to come to 
a natural end in time for her to meet her other commitment as requested. My memo 
however, also identified that 7 knew there was limited time so perhaps I did not pursue or 
probe every response, facilitating an early completion for her convenience’.
Memos such as this, honestly detailing the occasional feeling of frustration or other concerns 
during the interviews, allowed me to reflect upon the process of research, learning valuable 
new insights into how to manage such situations in the future. I learned the importance of 
postponing an interview if it could not progress as planned and setting aside my own feelings 
to remain open to the participants’ experiences and needs, which was an absolute 
requirement of Grounded Theory (Artinian et al., 2009).
Memos formed the core of the research process, ensuring thoughts were captured and the 
direction of my thinking was available to me later for review as new conceptual ideas and 
potential theoretical categories emerged. The memos were written as they came to mind, on
132
Katherine Curtis 2012
scraps of paper, digitally recorded, and then managed using the memo-link facility of the 
NVivo software during coding and further analysis. Memos were also added to as new ideas 
and thoughts emerged from the data during analysis. Returning to memos after a period of 
time allowed me to remember original ideas and review them in light of new data.
6.3.2 Substantive Coding, Comparative Analysis and Theoretical Coding
As discussed previously, Glaserian Grounded Theory utilised the constant comparative 
method with two phases to the data analysis (Glaser, 1992), the first phase was substantive 
coding of the data consisting of open (and ‘in vivo') and selective coding producing 
categories and describing their properties, with the second phase being coding that occurred 
‘at the conceptual level, weaving the substantive codes together into a hypothesis and 
theory’ (Walker and Myrick, 2006: 550).
As a novice Grounded Theorist seeking credibility, the two phase process of coding outlined 
above was adhered to strictly (Glaser, 1992). This gave me the confidence that the analysis 
was robust and allowed me to be open to emerging theoretical concepts. NVivo software 
was used an aid to management of large volumes of data and did not replace the hard work 
of analysis. It facilitated storage of data, linking of memos to transcripts for analysis, allowed 
easy access to the data within ‘free nodes’ that related to the open coding grounded in the 
students’ discourse, and the subsequent ‘tree nodes’ that related to the selective coding that 
in turn could generate the new theoretical concepts in understanding the student experience. 
Using this software did not take away from me the responsibility for thinking, identifying and 
creating codes, or theorising; it enhanced management of the mass of data and made the 
audit trail required in Grounded Theory more easily accessible (Artinian et al., 2009).
Before data coding commenced the anonymity of the participants was protected by 
assigning letter and numerical identification to each individual. The first four students were 
named EP1 to EP4 (reflecting their ‘exploratory participant’ contributions to the focus of my
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study) and the other student participants were named P1 to P15, providing a unique 
identifier for each of the 19 students that could enable their experiences to be expressed in 
written form while upholding confidentiality. Nurse teacher participants were similarly named 
using TP1 to TP5. In later reporting of findings for publication and conference presentations, 
the participant numerical identifiers were simplified to P1-P19. All records of these identifiers 
assigned to participant identities were kept securely to maintain their anonymity (RCN, 
2009a).
Open or ‘in vivo’ codes were assigned to the content of the student interview transcriptions 
through a line by line analysis, or sentence by sentence analysis where a line of type only 
partially provided a coding opportunity. The analysis of the transcriptions was therefore 
started through open coding, with some open codes being ‘in vivo’ coding that reflected 
actual words and phrases used by the students. The data were defined on the actions on 
which they rested, using the activity the students reported (Glaser, 1992). The data were 
scrutinised for tacit assumptions, meanings and the significance of the points made in order 
to follow new leads, code these leads to help develop selective codes, and build up theory 
from the ground without ‘taking off on theoretical flights of fancy’ (Charmaz, 2006:51). 
Using constant comparisons between previous and new interview content, relationships 
appeared within the open and in vivo codes which were captured in memos.
Analysis of the similarities and differences in student experiences was achieved through 
asking questions of the data such as ‘what process is happening here?’, ‘how does this 
process develop?’, ‘how does the participant react while involved in this process?’, ‘what 
does the participant think and feel while involved in this process?’, ‘when why and how does 
the process change?’ and ‘what are the consequences of the process?’ (Charmaz, 2006). 
Using these questions to identify new or unexpected lines of enquiry within the data already 
collected and using theoretical sampling to explore these new concepts in further data 
collection, enabled selective codes to emerge from the data. The selective codes were more 
conceptual and helped to explain larger segments of data, and the researcher made
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decisions about which of the open and ‘in vivo’ codes made most analytic sense to create 
selective codes that could explain the data, recording this decision-making within theoretical 
memos. Moving to selective coding was not a linear process as the data collected earlier in 
the research, including that from the exploratory participants, were reviewed again. This 
returning to previous data also helped to refine the selective codes (Artinian et al., 2009).
The selective codes were recorded as ‘tree nodes’ and some early theory in the form of 
potential core categories and concepts started to emerge from these. The analysis moved 
from line by line coding to experience by experience coding during the later stages of the 
analysis, as students’ socialisation experiences that had similarities and differences were 
explored using the same set of questions as above. This ensured the findings were 
grounded in the data and were meaningful in terms of being relevant to whole student 
experiences compared to concepts within students’ experiences. In this way the properties 
and ‘fit’ within the emerging theoretical categories were confirmed.
Examples of free nodes representing open codes were: ‘being compassionate’, ‘feeling 
vulnerable’, ‘seeking support’, ‘experiencing challenges’ and expressions such as ‘being a 
good nurse’ and ‘having a bad experience’. A few in vivo codes were identified that captured 
a variety of students’ described experiences, the word ‘McDonaldisation’ was used by one 
student to describe the fast track and standardised approaches to admissions and 
discharges experienced within a day surgery unit. This open code was then assigned other 
students’ described experiences relating to fast throughput of patients and lack of 
individualisation in care, even though they did not use the word McDonaldisation. These 
open codes were analysed within each individual student’s transcript and a smaller number 
of selective codes emerged from the similarities and differences between the open codes 
and were stored within the software as ‘tree nodes’.
The substantive coding phase generated over 110 open (and in vivo) codes which were 
further analysed to generate 44 substantive codes that related to student nurse socialisation
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in compassionate practice. These 44 substantive codes were further analysed and 14 
selective codes arose, set within three main conceptual areas (Appendix 8). Within each 
code the NVivo software allowed links to memos, easy access to each open code transcript 
contribution and provided opportunity to scrutinise the detail of each reference such as 
‘having opportunities to be with patients’ (Appendix 8a). The open coding was subjected to 
repeated scrutiny, moving through the data, identifying similarities and differences between 
students’ experiences. The open codes became more defined as further data were collected 
and analysed, eventually allowing the researcher to raise some selective codes and early 
theoretical concepts (Figure 4), as required within Glaserian Grounded Theory (Artinian et 
al., 2009). The constant comparison, recoding, and analysis developed in time into fourteen 
selective codes that made up emerging theoretical concepts. These arose through repeated 
theoretical memoing of codes such as ‘understanding the RN role’ (appendix 8b).
As already discussed, the constant comparative analysis allowed for more focussed 
interviews to be undertaken with later participants and enabled theoretical sampling to recruit 
participants who could enlighten theoretical constructs. Using Glaserian Grounded Theory 
required patience and persistence, and coding was complete when analysis identified a core 
category that could embrace all the data, a process by which I identified the emerging 
theory.
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6.3.3 Generating Theory
Grounded Theory has been described as theory that resolves a concern expressed within 
participants’ experiences, and it requires ‘theorising’, a process of ‘stopping, pondering and 
rethinking anew’, to improve theoretical sensitivity and allow the researcher to view of the 
phenomena from ‘multiple vantage points, make comparisons, follow leads and build ideas’ 
(Charmaz, 2006:135). Researchers must be open to the unexpected. The theory arising 
from Grounded Theory should refine, extend, challenge or supersede existing theory.
Using Glaserian Grounded Theory, 14 conceptual categories were identified in the students’ 
data. These 14 conceptual categories within the substantive coding were analysed and 
three theoretical codes emerged. Theoretical codes must earn their way into the Grounded 
Theory and must not be forced upon the data (Glaser, 1992). As the relationships between 
substantive codes emerged, stronger theoretical coding became possible and these 
theoretical concepts or conceptual categories were scrutinised by reviewing previous data 
and coding until the theory appeared to remain relevant to all the data collected and 
analysed. The similarities and differences between the participants’ data became more 
exposed with each subsequent interview where the codes were tested, giving credibility to 
the data and analysis, and making identification of data saturation possible. As later 
interviews were analysed and new codes emerged, so previous interview transcripts were 
revisited and the new codes explored within the data to see if they also could explain those 
other participants’ experiences. In this way the focussed coding process moved both 
forwards and backwards through the data from all interviews, constantly comparing findings 
and analysing meaning.
Glaser (1992) identified over 18 coding families that were theoretical coding options 
researchers could use. These coding families included analytic categories such as context, 
consequence, and identity-self. Within the coding families there were also structural units 
such as organisational, societal status and role. Glaser also included social worlds and
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situations which could serve as units of analysis from emergent properties in the data 
(Charmaz, 2006). These coding families could be used by researchers if they fit the data 
and substantive analysis, and may be found to be helpful in clarifying context and conditions 
emerging from the data. Glaser (1992) believed that ultimately the theoretical sensitivity was 
achieved through immersion in the data and that the participants experiences should form 
the theory, stating ‘compelling questions and fancy techniques are not required if you let the 
data speak’ (Glaser, 1992:50). Glaser stressed that if constant comparison was used 
faithfully, verification would be inferred and that success in Glaserian Grounded Theory 
relied upon immersion and theoretical sorting of memos (Glaser, 1992).
Following analysis of the 18*^  and 19*^  in-depth student interviews, no new understanding 
emerged despite further comparisons with the previous data and reviewing of memos. The 
data collected from the final two student participants did not lead to new unexpected and 
unexplored conceptual areas within the student socialisation experiences. The sample size 
of 19 students demonstrated saturation. I had preliminary arrangements in place for a sixth 
data collection visit; although no participant recruitment communication had taken place. I 
understood that theoretical sampling to develop the theory was the rationale for further 
sampling and not the number of participants or quantity of data (Artinian et al., 2009). Any 
unnecessary additional recruitment without reasons of theoretical sampling would go against 
the ethical principle that participants were not exposed to unnecessary or pointless intrusion 
(RCN, 2009a). The analysis of the students’ experiences had created density within the 
coding and so I took confidence that a new understanding of student nurse socialisation in 
compassionate practice had emerged.
6.4 Summary of Research Method
Through individual, face to face, and in-depth interviews with nineteen student nurses, data 
were collected to explore their socialisation in compassionate practice. The student
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interview data were coded and constantly compared, and further participants theoretically 
sampled until analysis and conceptual density demonstrated that data saturation was 
reached. By trusting in emergence during the process of analysis, moving from the 
descriptive to the theoretical, a core category was identified that could explain student nurse 
socialisation in compassionate practice within 21^ Century nursing. Interviews with five 
nurse teachers were also undertaken and thematically analysed, and findings from NHS staff 
and inpatient surveys within the same geographical area were also used, to provide 
peripheral views of the student experience. These supplementary sources of contextual 
data were considered alongside but separate from the analysis of the student data through 
the use of memos. This research adhered to all ethical requirements and resulted in new 
understanding of student nurse socialisation in compassionate practice, theory that has 
credibility and trustworthiness.
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CHAPTER 7: 
FINDINGS AND DISCUSSION - EARLY INTERVIEWS
7.1 Introduction
Chapter 7 provides the findings and analysis from the first four participants’ interviews, 
alongside the researcher’s reflections and early theoretical memos, to demonstrate the 
concerns of the students and how they managed these concerns. It is within the analysis of 
this early data that compassionate practice emerged as a specific area of concern during 
student nurses’ professional socialisation. Following constant comparison analysis of the 
first four interviews the need to refine the research questions and the potential value of 
supplementary sources of data were identified, and a second application for ethical approval 
was sought and granted, as discussed within the previous chapters.
The first four participant interviews focussed on the general professional socialisation 
experiences of student nurses in order to identify the concerns students had during their 
professional socialisation within a 21®* Century nursing programme. Data analysis from the 
early interviews generated unexpected new insights into the students’ current concerns and 
re-directed the focus of the research. The evolving direction of the research was grounded 
in the students’ experiences rather than pre-conceived expectations, as required when using 
Glaserian Grounded Theory to explore a complex phenomenon (Glaser, 1992).
In order to provide a transparent audit trail for the evolving research focus, the events, 
reflections, and analysis within the early phase are provided within Chapter 7.
141
Katherine Curtis 2012
7.2 Early Phase Challenges
During the first data collection visit only one student was recruited and on retrospective 
analysis of the transcript, the interview was seen to have potential for a more in-depth 
probing and exploration of this student’s concerns in relation to their general socialisation 
experiences. On reflection within memos, I identified that my strategies for successful 
recruitment and interviewing needed further development. Recruitment was more 
challenging and in-depth interviewing was more skilful than I had anticipated, for example 
my recruitment had resulted in only one volunteer, fewer than anticipated. Alongside this, I 
did not have confidence in my interviewing skills and so was too reliant upon a detailed 
interview guide, subsequently not enabling me to listen carefully and probe responses. I 
therefore studied and practiced in order to improve both of these important aspects of the 
research process.
From the second data collection visit onwards, my recruitment became more successful and 
my interviewing more skilful. The strategy for participant recruitment which had originally 
relied upon electronic communication was further developed to include a face to face 
introduction by me as the researcher and requests for volunteers, as previously discussed. 
Alongside this, the detailed and complex interview guide was improved and subsequent 
interviews were based upon a more flexible and simplified interview guide; enabling more 
active listening. On the second data collection visit not only were students more willing to 
volunteer after meeting me face to face but the next three exploratory interviews were much 
more successful in terms of probing their responses and my sensitivity to their concerns. 
Insights into recruitment and interviewing techniques were very important in my development 
as a researcher and enabled an ongoing improvement in my data collection and planning 
prior to subsequent visits. Such self-awareness has been shown to be important in the 
development of novice researchers resulting in learning from their experiences and 
improving their techniques (Potter, 2006; Kvale and Brinkmann, 2009).
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7.3 Initial Findings, Substantive (Open and Selective) Coding
On first inspection, the findings from the first four interviews appeared to provide support to 
many aspects of previous published professional socialisation research. There were 
however, some indications of areas where students had specific concerns and new 
understanding could emerge. This was particularly so in relation to the Registered Nurse 
(RN) role and opportunities for spending time with patients. Students expressed a link 
between RNs having time to develop relationships with their patients and get to know 
patient’s individual needs and the expectations of compassionate practice within the RN role. 
I had not foreseen the importance to the students of this aspect of their socialisation.
Using a line by line approach to analysing the first four student interviews several open and 
‘in vivo’ codes emerged from the data. Each student’s experiences were compared to the 
experiences of the other three students and coding recorded under ‘Early Participant’ (EP) 
pseudonyms EP1 - EP4. The open coding provided opportunities for early selective coding 
and creating an emerging picture of current socialisation experiences and concerns.
The main concerns raised by students identified within the open coding and early selective 
codes included having time pressures in practice, experiencing variability in the quality of 
mentors (the NMC recognised practice based teachers and assessors) and role models, 
feeling uncertainty about the difference between RN and health care assistant (HCA) roles, 
the impact of paperwork on getting to know their patients, and the emotional consequences 
of engaging in compassionate practice.
Further comparative analysis of the data, through the processes of coding, comparing, 
recoding, sorting, and synthesising, allowed the identification of four early selective codes 
and within this exploratory phase of the research these were named as:
• experiencing organisational challenges,
• the importance of compassion,
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• feeling vulnerable and taking control, and
• coping and emotional labour
These selective codes were explored and enabled some tentative new understanding of 
student nurse socialisation to emerge. These concerns also appeared to resonate with very 
recent professional and government policy on the provision of compassionate healthcare, as 
discussed within earlier chapters.
Each of these selective codes is presented and explored below using quotes from the first 
four interview transcripts.
7.3.1 Experiencing organisational challenges
The first selective code to emerge from the coding of early interviews related to 
organisational challenges that impacted upon students’ professional socialisation. This 
selective code emerged from open codes such as ‘having time to get to know the patient’, 
‘seeing time as important to patients’, ‘seeing paperwork impact on quality of care’, ‘good 
care equates to good placements’, ‘role modelling’, and ‘having a good mentor’.
Students associated helping patients to feel better with having adequate time to talk and how 
time availability challenged this:
I think nowadays there is aiways going to be less time. You can’t just sit with your 
patient for like an hour and have a chat to make them feel better. (EP1)
Time pressures were identified by students as impacting upon their ability to engage in 
therapeutic communication, a finding supported by current understanding that meaningful 
dialogue with patients requires the investment of time (Kings Fund, 2009). The perception of 
having inadequate time was related to a feeling of vulnerability and lacking control over the 
organisational challenges.
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The students also identified that they felt concerned about the impact of ‘paperwork’ on 
nursing activities:
With the amount of paper work you have to do it is going to have an impact on the 
patients... the amount of quality care. (EP1)
Students expressed that paperwork took time and therefore time was taken from 
opportunities for talking to patients. The lack of control and conflicting demands within 
practice has been shown to lead to feelings of professional dissatisfaction and distress 
(Halvorsen et al., 2008; Wadensten et al., 2008).
Organisational challenges also existed for the students in understanding the variability in 
how different roles were enacted within the care team. They saw some RNs engaging in 
providing intimate and personal care while others delegated this to healthcare assistants. 
This led to uncertainty in what was required of RNs and unqualified staff in terms of their role 
and how this could impact upon the opportunities for spending time and talking with patients:
Often the nurses are really busy and so it’s like the health care assistants (HCAs) that 
are more friendly... especially on a busy ward so they (RNs) have to like stick to their 
job, but the HCAs can kind of socialise a little bit with them (patients).. They (HCAs) 
mainly did washing and the bathing and things like that. (EP2)
The variability in role expectations for RNs in relation to involvement in or delegation of 
personal or ‘social’ care activities was something the students frequently referred to. This 
appeared to reflect a contemporary phenomena identified within the literature (Smith, 2012) 
where changes in nursing roles, leadership and the increasing acuity of patient needs 
compared to 20 years ago was apparent and impacting upon role confusion for RNs, many 
of whom had been educated many years previously within healthcare systems very different 
to those they now worked in.
Students also identified that different care settings impacted upon having time to get to know 
their patients, with the acute hospital wards being ‘so busy it was difficult to individualise 
care’ which in turn impacted upon an ability to build relationships. The students identified 
that caring for someone in their own home provided points of reference for seeing the patient
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as an individual, which was seen as important in compassionate practice where getting to 
know patients is central to understanding their suffering. They liked being able to get to 
know their patients and believed the patients benefitted from more personal engagement:
The patients benefitted from being in their own homes, their own environments, so 
they could be themselves. If you are on a ward and you’re a patient... it’s not just the 
same. (EP2)
and
I liked it (community placement) because you get to be quite personal with your 
patients, you get to talk... that’s the part of nursing that I like. (EP3)
From the first four interviews, socialisation experiences of particular concern to students 
were related to time availability, variability in role expectations and differing care setting 
challenges. These organisational challenges impacted upon their ability and opportunity for 
building personal relationships with their patients where they could understand and work to 
relieve a patient’s suffering and thereby engage in compassionate practice.
7.3.2 The importance of compassion
During this early stage of data collection and analysis, participants identified that building 
relationships that demonstrated compassion for their patients was related to providing high 
quality care, and they expressed that engaging in high quality care was an important 
component of the RN role. One student expressed this in her awareness of her role to ‘be 
there’ for her patients, particularly in offering support to those who were the most vulnerable:
They may be an elderly lady, no children, and a husband at home and don’t want to 
ask (for help) so I tell them (to use their buzzer) that I don’t mind when they need 
something, because they’ll just sit there. (EP4)
Such values related to recognising and addressing the suffering of their patients, reflected 
the standards of practice within professional guidance, such as The Code (NMC, 2008). 
Students demonstrated sympathy for patients who found themselves in hospital and within 
care systems that were not very person-centred:
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On a lot of wards you know what it’s iike, the wards are noisy, patients have been up 
since half five or six o’clock, and they are waiting like half a day before they have a 
wash, it’s not nice. (EP4)
As previously mentioned, students witnessed variability in role modelling and within some 
placements saw RNs who they believed did not live up to the professional ideals of listening 
to and attending to the needs and suffering of patients expected within compassionate 
practice;
it’s (nursing is) just so much about the people and sometimes you see a staff nurse 
when a patient asks for something saying ‘hang on. I ’m doing my writing’ and they’d 
rather sit there and make sure their writing is done than see the patient... I just feel that 
you need to put your patients first because so what if the papen/vork is not done... You 
think when I ’m a staff nurse I ’m going to make sure that i don’t turn out like that. (EP3)
Students expressed that witnessing what they saw as unacceptable care made them 
determined not to become like that. They also recognised that pressures existed to conform 
to joining in with ‘poor’ practice and that in doing so they could be working outside 
professional ideals. They saw that refusing to engage in poor practice might be ‘hard’ and 
that perhaps it was easier to join in, findings that resonated with Philpin’s (1999) study where 
nurses conformed in order ‘to belong’:
it is hard. Especiaiiy the moving and handiing, when they ask you ‘Are you OK with 
lifting them up the bed?’ and it’s hard to say no. (EP2)
The comment above that it is ‘hard to say no’ when being asked to undertake practice that 
could compromise safety, such as lifting instead of using slide sheets, is further illustration of 
the challenges students experienced within their professional socialisation, where practice 
did not appear to resemble the learned ideal.
Concerns were also identified in relation to the importance of delivering high quality care 
such as compassionate practice on students’ impressions of what a ‘good’ or ‘bad’ nurse 
was. Students expressed difficulty in understanding how a ‘bad’ nurse could continue in 
nursing when they were not meeting the professional ideals of practice:
I ’ve seen different nurses and I could say now, after only a year and a half training. I ’ve 
seen good nurses and bad nurses... you think how do they (bad nurses) get through 
the day and how do they carry on being a nurse? (EP1)
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The understanding of professional values, as discussed within Chapter 3, through exposure 
to other practitioners is recognised as impacting upon student’s concepts of ‘good nursing’ 
(Benner, 2000). Students also saw the quality in the RNs or mentor’s care of students as 
important factors in their socialisation experiences, in a similar way to an expression of 
compassion for patients. Students demonstrated concerns about being mentored by 
someone who they believed no longer ‘cared’ about them:
I tried to be as nice as possible and when she (the mentor) was in a mood Td ask her if 
she was alright, but she’d not say anything. She was ready for retirement and I think 
she’d had enough. (EP3)
Students identified that some RNs did not appear to have ‘their heart in it’ (nursing) 
anymore:
I think a lot of them (RNs) when they get to a certain ievei just go in and do what they 
have to do. I don’t think their heart is in it. (EP4)
Students suggested this could be due to a prolonged time actively caring for others who 
were suffering, wearing nurses down emotionally. They also suggested it could be due to 
nurses entering senior positions that took them away from patient care and thereby meant 
they lost their caring ability.
Data from the first four student experiences illustrated exposure to variations in the quality of 
nursing and some approaches that did not ‘fit’ with the professional ideals students expected 
to witness. Very early analysis indicated a possible dissonance between professional ideals 
and witnessed reality.
7.3.3 Feeling Vulnerable and Taking Control
The first four students indicated feelings of uncertainty and vulnerability within their 
socialisation experiences. The feeling of vulnerability and the ability to take control of their 
experiences appeared to be related to the quality of mentorship and practice placement 
leadership, components well recognised as influencing student learning in practice
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(O’Driscoii et al., 2010). The sense of vulnerability for students also included their 
placement allocation as this was outside their control and they could find themselves being 
placed within a wide variety of care settings. This variation in placements allowed students 
to witness many different working practices, management and leadership styles:
Two of my mentors were ward managers...they both worked completely differently. 
One was very hands on... and she knew what was going on because she was there all 
the time. That made your piacement a bit easier... but then you’ve got some ward 
managers who...as soon as handover is done they’d be gone and then you’d not see 
them till maybe next handover. (EP1)
This student went on to explain attempts at trying to make sense of this variation and learn 
from it, including experiences where role expectations were unclear:
Tve had a placement before where I felt like an extra health care assistant on the shift. 
You go home and you just think I hate it... Sometimes you can say something and then 
sometimes you can’t, (iater adding) You just deai with it and i think it just makes you a 
better nurse anyway, learning to deal with problems, cos it’s not all going to be a 
smooth ride is it? Every day is not going to be a nice happy day on the ward, so you 
iearn from it, refiect on it. (EP1)
Uncertainty in student and RN role expectations was mentioned many times by these first 
four students and appeared to be important factors within the students’ vulnerability to 
learning from mentors what ‘good’ RN practice was. This finding concurred with previous 
research (Taylor et al., 2010) highlighting concerns around student learning from such 
confusion in RN role:
I mean they (RNs) do that (washes) sometimes, it’s not that they don’t do that, but it is 
more managing the care, on that ward anyway. Not on other wards, Tve seen them 
(RNs) go in and the first thing they do is they make ali the beds and then wash ail the 
patients...Every ward that i ’ve been on is very different, (iater adding) You see some 
very good practice and some poor practice and it’s easier to pick up the poor practice if 
you’ve not got a very good mentor. (EP2)
The sense of vulnerability was also expressed in terms of students learning from their 
mentors, where students expressed the need to build a positive relationship with their 
mentor because they were also their assessor. Such concerns resonate with a ‘hidden 
curriculum’ for students in accessing learning opportunities and enabling positive 
assessment (Allan et al., 2011).
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Students’ expressed need to follow their mentor’s way of practising in order to be positively 
assessed by their mentor, appeared to be causing students some concern; particularly in 
relation to when their mentor may not be practising according to what the student had 
learned as ‘ideal’ standards. They identified that the mentors’ dual roles of teacher and 
assessor, increased their vulnerability as students;
You don’t want to get in their bad books because you’ve got to get your work signed 
off at the end. (EP4)
Holding dual roles has also been identified by mentors a challenging to them, finding it 
difficult to enact the role of teacher and assessor simultaneously (Bray and Nettleton, 2007; 
Wilkes, 2006).
Alongside vulnerability, these first four participants also identified some strategies to take 
control over their socialisation experiences. The students identified the behavioural 
unwritten rules of engagement with mentors in order to maximise learning opportunities, 
another reference to their hidden curriculum:
You have got to be kind of friendly, but not too pushy, ask questions and be interested 
really. If you are just floating around you just need to show a bit of interest and they 
(mentors) wiii help you. (EP2)
Alongside hidden rules were perceptions of luck, demonstrating students felt they were 
vulnerable to variability in placement and mentor quality, but that a combination of luck and 
using strategies for successful engagement could impact on their socialisation:
I have been lucky with my placements, Tve had really good mentors and really good 
support but I think that’s also how you are as a person and how you get involved on 
the ward, whether you are enthusiastic or just tend to stand back and watch. (EP4)
The recognition of an individualised approach to a student’s learning was also identified as a 
factor within their professional socialisation:
Tve had good placements where Tve really got involved and Tve been treated as an 
individual. (EP4)
This has interesting resonance with individualised patient care and compassionate practice, 
and with findings from research by Perry (2009), where ‘excellent’ role models were defined
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as those who ‘connected’ to those they were working with, having genuine empathy for 
individual learners. Students compared the recognition of individuality within teams to being 
‘part of a family’ and ‘feeling valued’, and that support within teams was important for all 
members, students and RNs:
I was in community and it was just like a big family. Nothing was too much troubie... 
that’s nice, you know even though you are qualified, and you’ve been doing the job for 
5 years, you’ve stiii got your support... you are not isolated you’ve got supportive 
people there to help you. It’s not always just about having the support as a student; 
you need it all the way through, even when you have been nursing 20 or 30 years. 
(EP4)
One of the strategies students identified that could enable them to manage their concerns, 
was taking control over their future career direction and in particular seeking out jobs in 
supportive environments where they would be treated with kindness and respect; with links 
made between supportive employment and being able to engage in compassionate practice:
When i qualify i will probably have to get a job on a ward, which I will do, but hopefully 
I am going to try and go on the district, or perhaps A&E (Accident & Emergency) or 
HDU (High Dependency), somewhere where you get treated proper and you’ve got the 
support and the help, and you’re therefore able to give it back (to patients and staff). 
(EP4)
Students were also aware that they could take control of some of the factors that could 
compromise high quality nursing, although they could not provide clear strategies to explain 
how they might enable this to happen, and recognised this might impact on their relationship 
with colleagues:
/ think I could do that (spend time with patients) where ever I worked to be honest, you 
don’t have to follow what everyone else is doing...If they are all funny towards me on 
the ward so be it. At least the patient will remember the nice nurse. (EP3)
Students expressed that maintaining professional ideals as a RN appeared to require an 
acceptance of personal consequence if their behaviour differed from those of the other staff. 
This resonated with previous research that had identified the importance of ‘moral courage’ if 
RNs were to maintain standards or care within the pressures of ‘belonging’ to the healthcare 
team in which they worked (Maben et al., 2006; Levett-Jones and Lathlean, 2008).
151
Katherine Curtis 2012
7.3.4 Coping and Emotional Labour
Data within the early interviews supported the concept of students engaging in emotional 
labour for compassionate practice, as discussed within Chapter 3. One student illustrated 
this in relation to how she had to manage her emotions in order to provide comfort to a 
patient at the end of his life. Her ability to ‘carry on’ engaging in compassionate practice was 
achieved through suppressing her own emotions related to personal and upsetting 
associations with where the dying man was being nursed:
On one ward I was on my (relative) had died in the side ward some time before and 
while I was there another person was dying in the same ward. That upset me inside 
quite a lot but I carried on. (EP3)
Students explained that when they came up against practice experiences that had upset 
them, both caring for patients and in encounters with nursing staff, they had strategies for 
coping:
/ talk about it at home, i probably bore my family half to death (laughs). Yeah, but I do 
talk about it and it’s easier then isn’t it? That’s how I cope with it. (EP1)
Students identified that support for coping with the emotional labour of nursing was helped 
by finding support that understood their perspective, people close to them such as family, 
friends or staff that could relate to their level of experience:
My mentor was oniy just quaiified about 2 years ago and so she is more on our ievei 
and I just found it so much better. She was on our wavelength and she knew what to 
do. (EP4)
The support of family and friends alongside teachers, mentors and peers is a recognised 
factor in managing the demands of nursing (Edgecombe and Bowden, 2009). One student 
also identified that life experience had enabled strategies for coping, concurring with 
evidence of the influence maturity has on nursing practice (Kevern and Webb, 2004):
As a mature student you have your home and your children and so have got 
something to strive for, to get something out of life... I have a lot of life skills and so you 
can get through the bad times and good times. (EP4)
Giving up nursing was one possibility for coping with ‘tough times’ that the first four students
referred to. They had witnessed some RNs who they felt should leave nursing as they
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appeared ‘really disillusioned with it’. Sentiments such as disillusionment and a loss of 
caring ability were supported by previous research where a caring trajectory from ‘fresh and 
enthusiastic’ at the start of nursing education to ‘cynical and disillusioned’ by the end was 
identified as a possible outcome when student nurses had socialisation experiences that did 
not include support for the emotional labour nursing and nurse leaders did not create a 
supportive ‘emotional tone’ within the practice environment (Smith, 1992; Mackintosh, 2006; 
Murphy et al., 2009). The exploratory phase students expressed how disillusionment could 
result in leaving the nursing profession (Deary et al., 2003; Mooney, 2007; Maben et al.,
2007).
7.4 Selective Coding and the Emergence of Early Theoretical Concepts
The initial analysis from the four interviews appeared to support much of that already known 
from previous research on professional socialisation; however it also exposed specific 
concerns of student nurses in relation to their socialisation in compassionate practice. They 
indicated an intention to spend time with their patients, building relationships and providing 
nursing care that could relieve suffering, but this was alongside a sense of vulnerability and 
very little expression of control over the practice environment. These first four students felt 
they were vulnerable to the organisational challenges to compassionate practice that they 
witnessed within placements, and yet had an intention to ‘not turn out like’ a few nurses who 
did not display the compassion the students aspired to. Despite expressing these concerns 
the students did not provide a clear explanation of how the development and maintenance of 
compassionate practice might be achieved.
Analysis and identification of four selective codes, allowed the emergence of an early core 
category; that student nurse socialisation was creating a sense of uncertainty, vulnerability 
and dissonance between the professional ideals and reality of compassionate practice. At 
this stage the students’ strategies for managing these concerns were not clear as very little
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data was available and theoretical sampling for further student interviews had yet to be 
identified. However, this early theoretical concept was noted within memos. An example of 
a theoretical memo associated with the exploratory phase data was:
These four students’ experiences during their placements appear to be leaving them 
feeling vulnerable and uncertain of what it is an RN is expected to do and how 
individualised relationships and practice that relieves the suffering of patients can be 
achieved, while there are demands on RNs such as paperwork and staffing pressures 
that take RNs away from patient care. (Exploratory phase memo: 07/2009)
I also noted in memos that further data collection exploring compassionate practice and 
further comparative analysis would be valuable to a full understanding of contemporary 
student nurse socialisation and that the substantive coding could evolve as new insights 
emerged from further student interviews and analysis of the resulting data.
7.5 Refining the Research Focus and Research Questions
As previously discussed, the Department of Health (DH, 2006a; DH and Darzi, 2008a; DH, 
2009b; DH, 2009d; DH, 2010a; DH, 2010b; DH, 2010c) and the Nursing and Midwifery 
Council (NMC, 2007a; NMC, 2008; NMC, 2010) provide guidance and recommendations 
that focus on the provision of compassionate practice. From previous discussions and 
published literature, I have defined compassionate practice as complex, comprising the 
enactment of personal and professional values through behaviour that demonstrates the 
emotional dimension of caring about another person and the practical dimension of caring 
for them in a way to recognise and alleviate their suffering (see section 3.4).
The first four participants appeared to be identifying their vulnerability and the potential 
dissonance between professional ideals and practice reality. They could see some staff 
becoming disheartened and did not want this for themselves, yet appeared to have very little 
understanding of strategies and support structures to protect themselves against 
disillusionment or to enable their own maintenance of professional ideals. Within the initial 
analysis of the first four student interviews, students identified concerns about nursing roles,
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relationships and practices that enable RNs to understand and relieve the suffering of their 
patients, synonymous with compassionate practice. Students demonstrated balancing their 
intentions to enable them to manage the dissonance they were experiencing within 
professional socialisation in compassionate practice.
Following the four early interviews, I recognised that the evolving research focus was 
towards student nurse concerns in relation to compassionate practice. I also identified the 
potential for enhancing a broad peripheral view of student socialisation though interviews 
with their Nurse Teachers and the findings of Care Quality Commission surveys with NHS 
patients and NHS staff within the same geographical region as the students’ University.
The focus of the research was therefore refined from the original focus on ‘The Professional 
Socialisation of Student Nurses: an analysis after 25 years of development in nurse 
education and nursing practice’ to ‘An exploration o f student nurse socialisation in 
compassionate practice‘ and the research questions were developed accordingly:
1. What are student nurses’ socialisation experiences in compassionate practice 
within 21®* Century nursing?
2. What concerns do student nurses have in relation to engaging in 
compassionate practice?
3. What strategies do student nurses use to manage their concerns about 
compassionate practice?
7.6 Summary
The first two data collection visits recruited a total of four participants and allowed an early 
exploration of their professional socialisation experiences. It became apparent that the 
students had concerns about the opportunities for compassionate practice within the 
challenges they experienced in the environment of practice placements. This early period 
within the Grounded Theory study demonstrated the value in taking careful first steps 
towards initial data collection and analysis so that sensitivity to participants’ concerns can
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direct the focus of the research, in this way the evolution of the research questions become 
truly grounded in the early data analysis. The experiences of these first four participants 
were included within the complete data set and used during constant comparisons as further 
student interview data were collected. These early interviews continued to provide valuable 
data during the subsequent constant comparisons and contributed to the overall 
understanding of student nurses’ socialisation in compassionate practice, as discussed 
within the next three chapters.
156
Katherine Curtis 2012
CHAPTER 8: 
FINDINGS AND DISCUSSION 
‘IT S  NOT WHATI EXPECTED’: UNCERTAINTY ABOUT ROLE, VALUES AND IDEALS
8.1 Introduction
Following on from the first four student nurse interviews, a further fifteen student participants 
were theoretically sampled, recruited and interviewed (P1 to P15), and the analyses of all 
nineteen student interviews including the four early participants (EP1 to EP4) are discussed 
within this and the next two findings chapters. Interviews with these student nurses yielded 
a wealth of insights into student nurse socialisation in compassionate practice. From within 
the open coding emerged several selective codes that identified the students’ feelings of 
uncertainty about the Registered Nurse (RN) role expectations and the values and ideals of 
nursing practice. This became the first conceptual category to emerge from the data and is 
the focus of this first findings chapter.
Students were aware of the professional requirement for compassion and wanted to relieve 
patient suffering, and yet they were concerned about how these expectations were enacted 
within the context of the RN activities that they witnessed within placements. The students 
were uncertain about what was possible within RN practice in relation to what they knew 
they wanted to achieve when they became a RN. Their future practice intentions arose from 
exposure to personal experiences, practice placement experiences, and through exposure to 
the classroom-taught theory on expectations of professional values and ideals. In order to 
expose the students’ concerns, substantive coding of their interview data, memoing and 
further comparative analysis were used, and the following selective codes emerged:
• Understanding the Registered Nurse role
• Using personal qualities, values and ideals in the caring role
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• Being exposed to compassionate caring and loss of care
• Feeling concerned about own future role
• Managing concerns about future role
Each of these selective codes emerged because of its relevance to the students’ 
experiences during their socialisation and its ability to identify the students’ strategies for 
managing their concerns. Each has been explored separately within this chapter. There 
were aspects of each student’s concern that overlapped with other students’ concerns, and 
each was explored within the context of all the students’ concerns, providing insight into their 
relationships and distinctiveness. In this way students’ experiences were explored fully and 
the analysis enabled a new understanding of students’ socialisation relating to the role, 
values and ideals of the RN.
Conclusions have been drawn from all these selective codes in relation to the core 
theoretical category that emerged from the data analysis; that student nurse socialisation in 
compassionate practice requires balancing intentions. For this conceptual category students 
demonstrated balancing between career intentions to seek a RN role that fits with 
compassionate practice ideals and to accept that some RN roles may involve adapting 
professional ideals to fit the demands of practice reality.
8.2 Understanding the Registered Nurse Roie
Students were exposed to a wide range of different placements and interpretations of the RN 
role; with many stating that nursing was not what they had expected based on 
preconceptions from their own life experiences and media representations of nursing. 
Variations in the RN role were seen within environments despite similar patient profiles and 
staffing, and variations of the expectations of the RN were also seen within specialist nursing 
environments. The different interpretations of compassionate practice within RN patient care
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delivery did not just appear to be dependent upon the patients’ needs and care requirements 
but also upon individual RN’s interpretations of their role and the roles of HCAs. Students’ 
understanding of the RN role was also affected by the expectation of providing ‘personal 
care’ and ‘spending time with patients’ and students were concerned about how the reality of 
the RN role they witnessed being enacted within their placements matched the professional 
ideals of person-centred nursing. Numerous open and in vivo codes were identified during 
the coding of transcripts and were brought together into substantive codes. Each 
substantive code was analysed and several of these were brought together into the selective 
code ‘understanding the RN role’ (figure 5). Each of the substantive codes within this 
selective code is discussed below.
Understanding the 
Registered Nurse role
Conning in with 
a
preconception
T
Distinctions 
between RN 
and HCA role 
expectations
Providing 
‘personal care ’ 
and spending 
time with 
patients
Understanding 
and enacting 
RN values
Media 
representation 
o f nursing
1
Comparing
different
environments
Figure 5. Substantive codes within the selective code ‘Understanding the RN role’
8.2.1 Coming in with a preconception
The student data demonstrated that they had preconceptions of the RN role before they 
started their nursing programme. Some of these preconceptions were drawn from real-life 
experiences of working within a healthcare setting or from the experiences of family and 
friends, and some were drawn from exposure to television programmes. Students used 
these exposures to try and understand the role of the RN before starting their programme. 
For some, this gave them preconceptions that helped them to prepare for the ‘realities’ of
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both ‘the good and the bad’ within nursing practice;
Td had a couple of friends in the profession and so I sort of knew about the reality... 
they went through the good and the bad with me before I started so i didn’t come in 
with blinkers on, thinking everything would be lovely. (P2)
For other students however, their preconceptions were quite different to what they found 
within the reality of the programme, a finding recognised within previous research as 
contributing to attrition within the first year (Andrew et al., 2008);
I think it (the nursing programme) really changes your thinking about nursing really. 
What you think when you start and then you come here and it’s completely different. 
(P4)
Pre-conceptions of what nursing entails came from exposures that were based on reality or 
from exposures that were based upon fictional characters and scenarios developed for mass 
interest, such as serialised, hospital-based and television programmes. These pre-nursing 
exposures have been shown to have a strong impression on student nurse early 
socialisation, and previous research has suggested that when constructing education 
experiences, placement staff and teachers should take individual students’ prior 
expectations and experiences into account if learning is to be meaningful (Gallagher, 
2007a).
Coming in with preconceptions of the RN role was common to all the participants; however 
the actual preconceptions varied enormously, for some students providing a ‘realistic’ 
expectation of nursing practice and for some not. Despite this, they all had similar concerns 
about the variation within the reality of RN role enactment, how it related to the professional 
expectations as laid out within the NMC Code of Conduct for RNs (NMC, 2008), and what 
working as a RN would entail for them when they completed their nurse education.
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8.2.2 Distinctions between RN and HCA role expectations
Irrespective of preconceptions, the students’ experiences within their placements left them 
all with similar confusion about different roles within the care team. This was particularly 
evident with determining distinctions between the role and responsibilities of the HCA and 
the RN. All the students identified this aspect of role confusion, finding it difficult to 
determine distinctions between some of the care responsibilities of the two roles, a finding 
recognised within previous research (Ousey and Johnson, 2007). Such confusion has been 
shown to be widespread among the UK public and health care workers, particularly in 
relation to differences between ‘social caring’ that involves the essentials of meeting day to 
day needs such as hygiene, toileting, eating and drinking, and ‘professional nursing’ 
(Castledine, 2009a). For the students, part of this role confusion appeared to stem from the 
expectations of their mentors in the activities suitable for student nurse learning, particularly 
during the early stages of their programme. Students provided explanations of what caring 
activities they were expected to learn and take part in on some placements and how this 
appeared to differ from what was expected of RN practice:
Turn up. Bath after bath after bath, then commodes, commodes and baths. That’s a 
typical day. While my mentor (RN) was doing drugs and doing paperwork, i was doing 
showers. (P6)
Students used this ‘task-centred’ language to describe their learning experiences alongside 
identifying the importance of a person-centred approach to nursing, a further illustration of 
the dissonance they were experiencing. The task-centeredness could be in part related to 
the target-driven approach to health care within contemporary NHS environments (Smith, 
2012). However, it was a phenomenon that had existed decades earlier (Melia, 1987; Smith, 
1992) and yet still appeared to be relevant to student socialisation.
Some students reflected on their experiences as preparing them for the HCA role rather than 
that of a RN, sometimes through necessity for ‘getting the work done’ when short staffed:
It was a very full on ward and you got used as a healthcare assistant more than a 
student nurse. Td say 7 need to learn my drugs’, and they’d say ‘no, later on’... I felt
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like a healthcare assistant. (P2)
However, students also saw the value in providing personal care because it enabled them to 
spend time with their patients and build a relationship with them:
I feel washing a patient is a way of building that relationship. Not just sitting and 
chatting. I can buiid a wonderfui relationship with my patient just heiping them to have 
a wash. Tm not going to refuse to do it because it is for a HCA. (P13)
They also saw this type of care activity as fundamental to what nursing was and that 
although they may appear simple on the surface, these activities took skills that were a part 
of the RN skills repertoire:
i ’m not going to caii them basic nursing tasks because it is not basic at ail. It is the 
foundation of nursing and there are wrong ways to do simpie things. (P5)
Experiences of learning and performing skills that did not seem to reflect the RN activities 
they witnessed within placements left the students uncertain about what the RN role was in 
relation to social or personal care. Students could see there were ‘other things’ the RN was 
expected to do that the HCA could not do, such as the medications, more ‘complex 
interventions’ such as wound dressings and intravenous fluid management, and liaising with 
other members of the multi-professional care team such as doctors, dieticians and 
physiotherapists. They witnessed many differing ‘models’ of the RN role:
Some wiii get their hands in and help you, qualified helping you with the breakfasts, 
the commodes, and whatever; where some don’t do that, they just do the medicines 
and what they’ve got to do. (EP4)
However, the students had expectations of what ‘good care’ entailed and the RN’s role in 
this. They respected the few RNs they saw who managed to do the ‘little things’ that really 
mattered to patients, seeing this as ‘old fashioned’. They saw that role modelling excellence 
required attending to the ‘little things’ at the same time as meeting nursing needs (Perry, 
2009):
I like the old fashioned nurses because they seem to go right back to basics which I 
think is more important than anything else... like making sure the bed is made and their 
table hasn’t got juice on it that’s been spilt from yesterday. They go the extra mile. 
They don’t just do the basic giving the medication, doing the dressings, going on the 
doctor’s rounds, they also do these tiny little things that can make such a big
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difference. (P10)
These expressions of RN involvement in doing the ‘little things’ that mattered to the 
patients resonated with DH expectations of compassionate nursing (DH and Darzi, 
2008a; DH, 2010) and so were contemporary requirements rather than ‘old fashioned’. 
However, students experienced witnessing a wide variety of interpretations in what a RN 
did in practice and due to the variability of these experiences they felt vulnerable, 
uncertain of what it really was a RN was supposed to do.
8.2.3 Providing ‘personal care’ and ‘spending time with patients’
Compassionate practice was not always evident within the nursing activity that students 
witnessed and this created dissonance between what students felt and understood 
should be happening and what they believed was possible, creating further uncertainty 
about how compassionate practice was possible within the RN role:
Perhaps if they (RNs) spend too much time on a single patient it would deprive other 
patients from treatment. It is still not a good defence to me because a few minutes of 
valuable time spent with a person can change that person’s mentality and psychology 
and that is why you need to... But it is not happening. (P15)
Students respected the RNs who could balance demands and retained some engagement 
with provision of social or ‘personal’ care and believed this to be the best way to form 
relationships with patients and get to know individuals’ needs. The students expressed that 
this was also what nursing should be about:
I see that as something that should stay with you forever really, even if you are a Sister 
you should still be involved in personal care because that’s how you form a 
relationship with your patients... if I had a healthcare assistant working with me and 
that healthcare assistant dealt with all the personal needs and I just went and did the 
medication... I ’d not really know anything about that patient and to me the healthcare 
assistant would know more about that patient by doing personal care than I would as a 
nurse. (P8)
Students believed that the witnessed variation in what the RN role entailed, the ‘bedside 
carer’ or the ‘manager of care’ could be stemming from those nurses’ socialisation:
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I think it’s the way they learned their nursing. Like when you learn from someone who 
doesn’t muck in then why would you then muck in. (P1)
Socialisation was seen by students as an important factor in the RNs’ development of 
professional values and their enactment of their role as a RN. They could see that 
professional socialisation was fundamental to future behaviour, as well recognised within the 
literature (Melia, 1987, Smith, 1992) and believed that their experiences in practice with 
exposure to RNs’ ways of working would help them to make sense of what was expected of 
them. However, they could also see how this might not be the case and perhaps on-going 
perpetuation of differing role interpretations was behind some of the variability in the RNs’ 
professional socialisation and subsequent role enactment they saw in placements, a 
repeating circle of varied interpretations.
8.2.4 Understanding and enacting RN values
The students had very clear ideas on what the values and ideals in nursing should be, citing 
caring and compassion, building therapeutic relationships, talking to patients so 
individualised care can be provided and patients' suffering or fears managed. The 
therapeutic nature of the nurse-patient relationship was seen as a goal within compassionate 
practice, with students identifying that they had learned about the theory and importance of 
therapeutic relationships in the classroom. They also identified professional ideals such as 
providing a good end of life experience for patients when curing was not possible, being able 
to teach others, being non-judgemental, non-discriminatory, confident, knowledgeable and 
skilful as important within RN practice. As well as these values and ideals students believed 
RNs should provide good quality and evidenced based care, health promotion as well as 
managing ill health, and they all thought RNs should treat people as they would want their 
own friends, family and themselves treated:
I try to be open and be courteous and treat them (patients), how if I was in their shoes, 
how I would want to be treated. (P1)
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The students’ expectations of the RN role closely mirrored that within The Code (NMC,
2008), the professional conduct guidance for nurses. Such expectations of effective 
communication, empathy and treating patients as individuals have been recognised as 
essential components of compassionate practice (Sanghavi, 2006). The student expression 
below illustrates what the students thought the RN role should entail:
I think it’s caring. I do, I think it (nursing) is being caring and being compassionate and 
I think it is being open. Being open to people... it’s quite diverse... being non- 
judgmental as well. That’s what I think nursing means... I think it’s involving the family 
as well. Sometimes it might be that they (patients) don’t get better, they are dying, but 
you’d still make sure they had a good death. (P1)
Students had concerns about having time for building relationships with patients and they 
were aware that the RN role appeared to have limited time available for this activity, 
possibly due to responsibilities such as completion of ‘paperwork’. The amount of 
paperwork required within the RN role was a surprise to many of the students:
I tell you the papenfl/ork Is not what I thought. I didn’t realise there was so much 
papenA/ork. (EP1)
Despite the pressures on the RNs’ time, the students could see their situation as quite 
different because they were usually given ‘supernumerary’ status, meaning they were not 
‘counted in the workforce numbers’ (NMC, 2006). Students’ supernumerary status 
appeared to enable them to have time to talk to patients, to learn more about their 
personal needs and experiences and therefore had value in building relationships that 
could enable individualised person-centred care. However, students were also aware 
that being supernumerary was a transient phase and such luxury of time was not going to 
be available to them upon qualifying:
It (spending time with individual patients) helps you understand what they (patients) 
are going through. You’ve got to make the most of it while you can because once you 
qualify, you won’t get the opportunity to do it like that. (P2)
A lack of time to spend with individual patients was referred to by students as a serious 
concern in relation to how they would engage in individualised and compassionate 
practice in the future when they became a RN. The supernumerary learner status
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however, has been criticised within many media reports, linking it to ‘nurses lose their 
compassion', saying that students don’t get the same apprentice training of previous 
years (The Daily Telegraph, 10^  ^ January, 2012). However, this was not what students 
were expressing. Their learning of compassionate practice ideals appeared to be more 
founded on theoretical ideals and supernumerary opportunity to ‘be with’ patients, than on 
the practical placement experiences of ‘working alongside’ RNs. It was the RN role 
confusion and the apparent lack of opportunities for RNs to spend time with their patients 
that appeared of more importance to students in their understanding of compassionate 
RN practice.
8.2.5 Media representation of nursing
Students also expressed concerns about the media representation of nursing, feeling it 
presented an inaccurate or glamorised view of nursing (Crow et al., 2005). They felt this 
created further confusion about what an RN does and possibly resulted in the reality not 
living up to some students’ expectations:
All these programmes (hospital based serial dramas), I do love them, but they get it all 
wrong... I watch and think ‘that isn’t right’, and they do portray a glamorous side to 
nursing and that’s what attracts some (students). (P3)
The stories in the media of when nursing had been poor were also a source of real concern 
to students, and they felt this left the public unsure of nursing values:
I think we need more media giving the truth about nursing... it is so blown out of 
proportion, sometimes you don’t know what to believe... It’s when you get behind the 
line, being there and being a nurse, that’s when you see what true nurses do and we 
have still got really caring nurses out there and unfortunately it’s the bad ones that go 
into the news, not the good ones that deserve to be in the news. (P3)
The students found these portrayals of nursing could be a source of disillusionment in 
becoming a RN despite them ‘being unfair to the reality’ of nursing.
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8.2.6 Comparing different environments
Students were exposed to many different placements and so saw variation in approaches to 
the RN role; variations that they believed were not obvious to the staff working within each 
placement. They felt this exposure to variation enabled them to develop insight into which 
nursing approach and practice area provided best care:
Because we move around different wards we can compare. Whereas a nurse working 
on one particular ward is there all the time and so students because they go around 
different wards they know when it (care) is very good. (P13)
Students identified that much of their perception of what it was a RN did came from these 
placement exposures. They also identified influences from personal life experiences of 
family and friends receiving care and from the University setting. They believed the 
University expectations were based upon professional ideals and expectations stated within 
NMC guidance. Students expressed that the exposure to placements, life experiences, 
media, and the University did not clarify the expectations of the RN role but actually left them 
feeling uncertain of which expectation was the one they would need to demonstrate when 
they became a RN.
8.3 Using personal qualities, values and ideals in the caring role
The students’ interview data demonstrated that they were all very different as individuals and 
came into the programme with a wide variety of previous experiences, from different cultural, 
ethnic, and religious backgrounds. They had common expressions of qualities and values 
they saw as essential ideals in nursing, such as respect for other people, being caring and 
the ability to communicate well with a variety of people. They also identified that some 
qualities and values could evolve with placement experiences, although much of ‘who they 
were’ had been instilled in them through their upbringing and life experiences.
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Life experiences and maturity were seen as important in the caring role and valuable in 
enabling students to empathise with their patients, and through empathy being able to 
engage in compassionate practice. Some of their compassion also stemmed from religious 
or spiritual beliefs related to their understanding of an individual’s purpose in life and as a 
member of a community. Another aspect of identity expressed as important to some of the 
participants was gender.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and several 
of these were brought together into the selective code ‘using personal qualities, values and 
ideals in the caring role’ (figure 6). Each of the substantive codes within this selective code 
is discussed below.
Respecting
people
Using personal qualities, 
values and ideals in the 
caring role
Values evolve 
with experience
+
Maturity, life 
experience and 
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Figure 6. Substantive codes within the selective code ‘Using personal qualities, values and 
ideals in the caring role’
8.3.1 Respecting people
Students accounts of what made them suited to a career in nursing identified respect as a 
fundamental value. Respect for patients was evident within their many expressions of what 
nursing ideals and a caring role should encompass. Students appeared to understand the
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enormous importance of respect, a value well recognised within excellence in nursing 
practice (Gallagher, 2007). Students’ reasons for wanting to become nurses were primarily 
that they wanted to care for people, a finding that has not changed over recent decades 
(Mooney et al., 2008; Smith, 2012), and they expressed that students ought to want to care 
for people if they were to become 'good' nurses:
Some people have a naturally caring personality but I think anyone who has the 
intention to help people could make a good nurse. I know we are all different in 
different ways, but I think certain people can become a nurse if they have a caring 
nature. (P7)
They identified their own communication skills as essential to building relationships with 
patients that could relieve suffering and in building relationships with staff.
If you have already got the communication skills, that is three quarters of the battle 
straight away... I enjoy talking to people... as part of the healing process. (P9)
Despite the diversity of the student’s personal qualities, they all identified that talking with 
their patients was an essential component of building a relationship that could enable 
compassionate practice, as discussed later in this chapter.
8.3.2 Values evolve with experiences
Students also recognised that their experiences on the programme helped to further develop 
their individual values and qualities:
I think it is values that have been instilled in me from when I was young by my parents, 
so some of it is due to nurturing... and some of it is to do with experience within 
healthcare. Some of it is down to work experiences and personal beliefs as well. (P8)
An example of how personal values could change as students went through their 
programme and they were exposed to new situations was the development of non- 
judgemental attitudes as they got to know people from specific backgrounds or with specific 
conditions:
I like learning from people... I hope that I always come across very non-judgmental, 
like Tve come across a lady with HIV and she is very open about it and so I’ve spent a
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lot of time talking to her about it. It’s been a real learning curve for me, I’ve learned a 
lot from just her. (P1)
Some of the personal qualities they brought to the programme further developed with 
experiences they encountered:
/ have a tendency to talk a lot and when a patient talks to me I then want to tell them 
about my life, but I have to kind of think ‘stop’ and let them talk, don’t interrupt. (P1)
Students recognised that personal qualities, values and behaviours could be both innate as 
well as learned because of exposure to people who they cared for within their student nurse 
role. The students all gave examples of how their values could develop due to experiences 
within the professional preparation.
8.3.3 Maturity, life experience and empathy
Some students identified their maturity as being important to their ability to empathise, not 
purely because of age but because of the life experiences that go hand in hand with having 
lived for longer. Having been through life experiences enabled the students to ‘get to know 
themselves’ in a way that enabled them to relate to others’ experiences and feelings:
I think it’s my age... I have more confidence, so I think it might be an age thing... I am
now quite happy being me and it’s about knowing yourself. (P1)
However, maturity did not always have a positive influence on managing the demands of the 
programme. Mature students within nurse education are recognised as facing challenges 
that younger students do not face, such as engaging in education alongside meeting the 
demands of family commitments (Kevern and Webb, 2004). Younger students however 
were not without life experiences or family commitments and they identified their own life and 
programme experiences as valuable in helping them to empathise. It is interesting to note 
that over the last 20 years the profile of UK nursing students had developed from one of 
mainly middle class, white, young women, to one of a very mixed cultural and ethnic 
background, from all walks of life and of a more mature age (Smith, 2012).
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Despite the diversity among the student nurse participants, they all expressed their belief 
that learning empathy could be enabled through practical experiences, not only in 
placements but within the classroom setting, as demonstrated by the student below:
Empathy for me is putting myself in someone else’s shoes. However, some people 
find it hard to do that because you need to be able to experience a similar situation... I 
know with COPD we have learned how it feels for a COPD patient... We had a session 
(in University) a few weeks ago where we were asked to breathe through a straw while 
pinching our nose and running up and down stairs, so we knew what it feels like as a 
COPD patient. (P11)
Students expressed a link between being able to empathise in order to be compassionate; 
they believed that empathy preceded compassionate practice. This was a finding supported 
by published literature (von Dietze and Orb, 2000).
8.3.4 Religious and spiritual beliefs
The students who expressed religious or spiritual beliefs identified these as being of value in 
their ability to care about the suffering of other people:
It’s partly my religion. I ’m a Christian and part of me being a nurse is serving people 
and part of being a Christian is serving people (P6)
Within the group of participants in my study, there was diversity in their religious beliefs. 
However, there were some that did not express any religious faith but referred to their 
‘spirituality’ or ‘humanistic’ approach to life in terms of why they wanted to be a nurse and 
what being able to care for others meant to them. The students expressed a view of nursing 
that was centred on making others feel better (free from suffering) at the same time as 
feeling happy in being able to comfort others. Being a part of a social world was important 
to them, whether it was the social world of home, peers, their community, or work. The 
participants who expressed no religious affiliation still expressed a sense of ‘spiritual’ life 
drawn from connecting with their social and student life experiences. The lack of overt 
‘traditional’ religious beliefs among some participants did not appear to leave them ‘lost in a 
meaningless world’, a finding that resonates with other studies on young people and their
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world views (Savage et al., 2006:37).
Having spiritual or religious beliefs have been recognised as providing RNs with strategies 
for managing distressing events such as patient death or within the day to day stressors of 
palliative care nursing (Desbiens and Pillion, 2007). Some students saw their spirituality as 
helping them to deal with concerns that arose in relation to compassionate practice as well 
as managing the relationships with practice staff:
I am a very spiritual person. My life is governed by the Bible and to accept life, and not 
everybody can do that. If something bothers you look to yourself first before you look 
to the other person because normally it is something that needs correcting in me and 
not in the other person. (P12)
Religious affiliation and spirituality appeared valuable to student nurses in terms of their 
acceptance of whom they were as people and what life brought to them, and their roles 
within their wider communities. As nursing in the UK now draws students from all cultural 
backgrounds, reflecting the diversity of Western and Eastern religions within the UK, it is 
important to recognise this variability within contemporary student nurse populations.
The religious, spiritual and cultural diversity among the participants alongside their common 
‘humanistic’ concerns related to being able to engage in compassionate practice, resonated 
with Armstrong’s ‘Charter for Compassion’, a Charter to counter the voices of religious 
extremism, intolerance and hatred, devised by senior leaders within Judaism, Christianity, 
Islam, Hinduism, Buddhism, and Confucianism (Armstrong, 2011). The Charter rests on the 
belief that compassion is central to human relationships and all religions, and compassion 
requires having ‘genuine altruistic feelings for people who are suffering’ (Armstrong, 2011).
The religious beliefs of the participants was an aspect of student socialisation that emerged 
from the data, demonstrating nursing students come from a very wide range of backgrounds. 
The participants recruited to this study expressed diversity in their religious and spiritual 
beliefs, yet they all had similar concerns about compassionate practice. It is important to 
note that in the UK having a specific religious faith is not a factor in acceptance onto any 
nurse education programme or in gaining employment as a RN (DH, 2012a). It was clear
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from some participants that they did not associate themselves with a specific religion and yet 
they still had a desire to engage in compassionate practice, explaining that they believed in 
the value of human life and had a humanistic approach to life.
8.3.5 Gender
Gender has also been identified as relevant to socialisation (Brady and Sherrod, 2003; Dyck 
et al., 2009). However, all five male participants identified their gender as being less of a 
factor in their success at forming relationships than their personality:
I think it is the personality not the gender to be honest. (P11)
Some also expressed concerns that gender stereotyping was unhelpful in their experiences 
as a student nurse:
People still view nursing as a female profession. They look at you as the odd one. It 
can get very frustrating when you cannot do what you need to do as a nurse because 
you are male... people may feel that females are more caring but it is not true. I don’t 
think so... there are people who are very caring and there are those who are not. So it 
should be judged on the individual’s capability... it’s common for the female to care for 
both sexes so why not the male... it is something I am looking forward to challenging. 
(P15)
Despite the concern about gender issues within the nursing role, this student had every 
intention to challenge it when he qualified, although was not able to state how this might be 
achieved. Concerns about gender stereotyping in nursing are well recognised internationally 
and yet many male nurses still experience a sense of being marginalised (Stott, 2004). 
Another student also had concerns about male gender stereotyping in relation to sexuality 
and was uncertain about how it might be resolved:
Certainly as a man (in nursing) the image is certainly a lot of stereotypes, certainly 
around sexuality. I ’m straight as a die but you do have to be a bit more in touch with 
your feminine side, so to speak, to do it (nursing)... there should be more (male 
nurses) but I don’t think that stereotype wili ever go. (P5)
Over the last 20 years, the proportion of males to females in nursing has not really changed 
(Smith, 2012) whereas there are now far more female doctors than there were 20 years ago.
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with contemporary medical education programmes in the UK now recruiting more female 
students than males (Lambert et al., 1998). Interestingly the male students identified their 
gender as giving them an advantage in future career prospects:
It (nursing) has good career prospects... particularly for males. Tve been told that by a 
lot of female nurses that male nurses get on a lot quicker. (P6)
However, all five male students appeared to identify personal attributes and values as more 
central to their socialisation experiences than their gender; where values and life 
experiences all influenced whether they would survive and thrive within the emotionally 
demanding environment of nursing, a finding recognised within previous research (Wendt et 
al., 2011).
8.4 Being exposed to compassionate caring and loss of care
Students identified compassion as an important value in high quality nursing practice and 
that compassion depended on the empathising with the patient’s situation. Compassion is 
considered as being at the core of nurse caring (Wilkes and Wallis, 1998; Chambers and 
Ryder, 2009). However, students provided numerous examples of witnessing nursing 
practice that lacked compassion.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and two of 
these were brought together into the selective code ‘being exposed to compassionate caring 
and loss of care’ (figure 7). Both of the substantive codes within this selective code are 
discussed below.
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Figure 7. Substantive codes within the selective code ‘Being exposed to compassionate 
caring and loss of care”
8.4.1 Empathy is centrai to compassion
The students likened compassion to empathy more than any other aspect of their practice 
and identified that having compassion was only possible when a nurse had the time or 
opportunity to see ‘the person in the patient’ and understand their suffering through 
empathising with what they were going through:
I think it (being compassionate) is about empathy rather than sympathy. Definitely 
empathy because I find when you put yourself in other peoples’ shoes you understand 
it a iot more, even drug users... if I ’d had their kind of life how do you know that that 
couldn’t have been me. So I think it helps me to try and understand and not be 
judgmental of people. So that is compassion, understanding and empathy and just 
listening... being genuinely interested. (P1 )
Students saw compassion as accepting and trying to understand the patient’s experience or 
suffering as real, whether or not the student had experienced something similar:
Whatever someone is going through, be it real to you or not, it is real to them and you 
have to be able to empathise. To show compassion I think you have to be able to 
empathise. (P12)
Students understood compassion depended on being able to ‘be there’ for the patient and 
so enabling them to identify and relieve their suffering:
Compassion is being there for a person and being able to give them what they need. 
(P11)
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Understanding a person’s viewpoint is fundamental to being empathie and therefore 
understanding an individual patient’s experience or suffering enabled students’ practice to 
be directed at what the patient wanted alongside what was needed for a ‘condition’. This 
empathie approach can take nursing care from being task-centred to person-centred 
(Smith, 2012). Such expressions of empathie understanding were common to all the 
students and reflected the professional ideals of partnership working for individualised 
patient-centred nursing practice (NMC, 2008).
8.4.2 Witnessing a lack of compassion and its impact on quality
Students saw wide variation in RNs’ compassionate practice and not all the qualified staff 
they witnessed working were compassionate in their approach. Students appeared 
disappointed in the lack of compassion displayed by some RNs:
It would be nice if everybody had it (compassion) but not everybody is 
compassionate... it shouldn’t be difficult should it? (P14)
The belief that compassion should be the essence of nursing but that it was not always 
evident within nursing practice was recognised within nurse education literature (Chambers 
and Ryder, 2009). The students were able to provide examples of practice they had 
witnessed that was not compassionate and had left them feeling very concerned about the 
upholding of professional values:
A gentleman was confused and kept buzzing saying ‘my wife is in that bed’ so they 
(nurses) tucked the buzzer under his pillow so he couldn’t buzz anymore. I thought 
‘you can’t do that, you have to go and sit with him and talk to him’, and he had 
dementia as well. I just thought that was really poor (P14)
The patient was distressed and needed comfort but his suffering was not recognised or 
attempts made to relieve it; the attention he received was therefore not compassionate. 
Many of the students used examples of caring for a patient with dementia in relation to 
concerns about compassionate practice. Sadly discrimination and stigmatism against older 
people, particularly those with dementia, have been widely reported in the UK (Age Concern,
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2006) and have been shown to influence nurses’ desire to work within this speciality (Chan 
and Chan, 2010).
Students identified that some RNs appeared to be 'disillusioned’ and to have lost their 
compassion and that they treated nursing as a 'job' where they needed to get tasks done:
There was one lady who had been diagnosed with terminal cancer and when her 
family had gone I said ‘are you OK?’ and she said ‘do you mind just having a chat with 
me?’ and then I got called away by Sister saying leave her alone... go and sort out a 
bay... it’s sad because that’s what nursing is all about, therapeutic relationships, but 
they’re (RNs) not bothered though, the jobs need to get done. (P2)
This student explained how she had tried to reason with the Sister but found her relative 
inexperience and junior position made it difficult for her to get her concerns heard. This left 
her feeling frustrated and powerless to relieve the suffering of this woman, and she felt 
vulnerable to forces outside her control that could prevent her from engaging in practice she 
felt was ideal, unable to challenge constraints.
Students differentiated between 'good' nurses and 'bad' nurses based upon the 
compassionate relationships the individual RNs built with patients. The ‘good’ nurses had a 
‘passion’ for nursing and this attitude was also seen within their relationships with patients 
and other staff, including students. Students saw nursing documentation or ‘paperwork’ as 
sometimes providing an ‘excuse’ not to engage with patients:
Really good nurses, they are the ones with the passion for nursing. Whereas the 
others, it’s just a job. That’s why I think some of them hide behind the paperwork 
because they have that feeling they don’t want to be there with the patients (P3)
Students were not sure why some staff became disillusioned and ‘lost their compassion’ but 
all believed these staff should leave the profession if they no longer ‘cared’. Students were 
distressed at witnessing loss of compassion and poor standards of practice, they had not 
expected to see this and they expressed that the reality of practice in some placements was 
not living up to their expectations. However, they also witnessed excellence in practice and 
RNs who ‘took the time’ and lived up to the professional ideals and the students' 
expectations.
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Students identified that a lack of compassionate practice often ran alongside a lack of 
interest in the students’ learning, that the two appeared to go together and were related to 
the support and leadership within a placement. The students identified that having good 
leaders in placements enabled them to access better learning support and to better 
understand the roles of the various members of the caring team:
The Sister was into education, into teaching, and knowing things, and showing to 
students how to do things, and so therefore all the staff tried to adhere to the 
standards of the Sister... I think that was beneficial for patients. (P4)
The impact of leadership on learning and compassionate practice is explored in more detail 
within Chapter 10.
8.5 Feeling concerned about own future role
Students expressed concerns about their own future as a RN. The demands on the RN role 
and the numbers of acutely ill patients they would be responsible for was of particular 
concern to students. Such concerns have been identified within research into the emotional 
effects of role transition for newly qualified nurses and the consequences of feeling under­
prepared for the reality of practice (Boychuk Duchscher, 2009; Cleary et al., 2009). Students 
witnessed RNs rushing around and cutting corners, and alongside this they saw a fear of 
litigation should ‘something go wrong’.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and four of 
these were brought together into the selective code ‘feeling concerned about own future role’ 
(figure 8). Each of the substantive codes within this selective code is discussed below.
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Figure 8. Substantive codes within the selective code ‘Feeling concerned about own future 
role’
8.5.1 Time Pressures
The students expressed that when they qualified, they wanted to continue to spend time 
talking to patients, getting to know them as individuals in order to practise with empathy and 
compassion to meet patient's needs and relieve their suffering, and yet they saw RNs not 
having the time to do that due to role and organisational pressures:
In our lectures they say if you ever have nothing to do, then go and talk to a patient... I 
am kind of relishing this time because I know once Tm qualified I won’t have so much 
time with them (patients). (P1)
The students were aware that their ‘supernumerary’ status afforded them more time than 
would be available once they became RNs:
I can do an admission and it takes me half an hour and the nurse is breathing down 
my neck saying aren’t you done yet? They say you’re going to have to learn to hurry 
up. (P13)
Students did not differentiate between their taking time to do things properly that could save 
time in the long-run and their taking time because they were learning. However, students 
recognised that the change to RN status and loss of being supernumerary would affect the 
amount of time they had for all their responsibilities. Students particularly identified the 
limited RN time for talking to patients and this left students uncertain how they would
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manage to individualise their practice. However, students also identified that different 
nursing practice specialities or clinical areas had differing time available for individualised 
and compassionate practice:
I expect it (time available for individualising care) to change, sadly enough I do expect 
it to change although I am hoping it won’t change. But in reality you can’t give one to 
one care to be honest, unless you are in ITU. Not in a ward setting it’s quite a shame 
really. (P11)
Students were aware of the risks to the ideal of individualised nursing practice. They could 
identify some pressures on RN practice that challenged professional ideals and could see 
that this might eventually impact upon them when they were the RN with the responsibilities:
It (paperwork) makes them (RNs) very busy and impacts on their level of care. There 
is so much to do and you have to squeeze it into a short space of time... it is a big 
possibility that it will affect the way I render my services in the future. (P15)
Interestingly some students also identified that time pressures had effected some of their 
peers, with ‘rushing’ and getting into ‘bad habits’ identified as risks that came with increasing 
responsibility and expectations:
I (second year student) spoke to a third year... and she said when we were bathing a 
patient ‘Oh I miss doing this’ and I asked her what do you mean and she said 7 miss 
taking time and doing stuff with patients rather than rushing... Tve got into bad habits... 
just getting the job done’. (P3)
Some students identified that as student nurses neared the end of their 3 year programme 
they took on more of the expectations of the role of a RN and with that came increasing 
pressure to behave in the same way, despite their ongoing supernumerary status. The 
students were identifying socialisation among peers in what some saw was the role and 
behaviour of the RN: rushing, cutting corners to get jobs done, and spending less time with 
patients. This change in a student’s approach to nursing care as they progressed through 
their education programme had been recognised in previous studies (Smith, 1992; 
Mackintosh, 2006; Maben et al., 2007; Murphy et al. 2009).
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8.5.2 Accountability
Students expressed awareness of the change in accountability when they became a RN 
(NMC, 2008) and that accountability implied that making a mistake could result in ‘being 
sued’ or the threat of litigation (Cooke, 2006). This fear of litigation appeared to be a 
concern in relation to their future RN role:
I think there is a big difference from being a student and not being accountable. I 
know you are accountable for your actions but not being like legally accountable... if 
you (when qualified) mess up the drugs or if you do anything wrong, it’s kind of your 
head on the chopping block. (P1)
The fear of litigation was seen by students as the reason for so much nursing paperwork, the 
need to document everything to 'cover their backs':
I think that is the sad thing about the paperwork now, that if you don’t do it your back’s 
not covered... I mean I’m a student and Tm nineteen and thinking about getting sued... 
it’s quite scary. (P3)
The paperwork was like a double-edged sword, required for ‘covering their backs’ yet taking 
them away from their patients. Their fear of being sued required managing while they 
interacted with patients, so patients were not aware of this distraction and they could attend 
to their patients’ needs, an example of their emotional labour in nursing. Although students 
accepted the need for professional accountability, they felt quite concerned about its impact 
on the day to day expectations of RNs working within busy environments.
8.5.3 Uncertain future jobs market
In addition to these many factors impacting upon student socialisation, the current UK 
change to a nursing profession that had all degree entry was of concern to some of the 
diploma students, wondering how they would compete with other students or qualified staff 
who had degrees when applying for jobs. They wondered whether their diploma qualification 
would still be valued in the future:
I think now it (degree only entry to Nursing) puts pressure onto the diploma people to
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move onto a degree when you qualify, like if I qualify with a diploma and my friend
qualifies with a degree, are you going to have a job you know? (P1)
On the other hand, the degree students welcomed this change and saw the standardisation 
of qualification at degree level as helping the status of nurses and the future of nursing, in 
line with the NMC view (NMC, 2009a). The standardisation also put all UK student nurses 
on a level playing field in terms of expectations and would be more ‘fair’;
I do think it will be good to have everybody at the same level (degree) because me
doing the degree ievei... I will get the same job... So I think reducing that difference in 
the level of the education might be a very good idea. (P4)
The future was full of uncertainty for many of the students, with many identifying the current 
economic pressures on the NHS as being a worry in terms of job availability when they 
qualified:
You worry about getting a job when you qualify because the NHS is cutting the jobs 
(P1)
I don’t know what jobs are going to be around, this year everyone has found it quite 
hard to find a job. (P8)
These concerns were frequently expressed by the participants and were important aspects 
to their future planning, particularly the potential to ‘have to take a job anywhere’ to launch 
their career. The students’ perceived ability to choose a job in an area or speciality of 
nursing practice they desired seemed to be diminishing within an economic climate of 
‘cutbacks’. Such sentiments added to their concerns about their ability to engage in 
compassionate practice when they acme a RN as they saw themselves having to get 
employment in ‘busy wards’ where individualised nursing was compromised by the 
environment of ‘rushing about just to get the jobs done’.
8.5.4 Feeling ready for the transition to RN
Feeling fully prepared for the role of RN was another area of concern. As previously 
discussed, students understood that RNs have more complex and managerial 
responsibilities than those of the HCA and yet also felt their placement experiences or
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working alongside HCAs had left them uncertain about what they should be doing. The 
confusion in a definition for the RN role appeared to be of real concern to them and their 
preparedness for becoming a RN, as these two students illustrated:
There are health care assistants who are doing washing, bed baths, and I am involved 
in those tasks as a student nurse and I am also involved in things like seeing blood 
taken, injections and those tasks... Td like to be more experienced (in those RN tasks) 
by the time I qualify. (P4)
We’ll be more a manager for that person’s care rather than directly the person who 
gives that care... the nurses (RNs) are allocating tasks to people (HCAs) who are not 
as well trained as them... if something as simple as a wash needs doing, the nurse 
won’t have time to do it, the HCAs will go and do it, but that’s what the nurse should be 
doing. (P5)
The transition to RN status was something they could not easily envisage, they did not feel 
their practice experiences had fully prepared them for the RN role. On top of this they were 
uncertain in what it was a RN was supposed to be doing, the reality of their learning did not 
match the professional ideals of the role. Such expressions further illustrated the students’ 
confusion and concerns about the comparative roles of the RN and the HCA, and 
dissonance between professional ideals and practice reality.
8.6 Student strategies for managing concerns about future role
The numerous student concerns about the role of the RN, maintenance of personal and 
professional values, and their personal future as a RN, were identifiable within the student 
interview data alongside expressions of intentions and strategies to resolve these concerns. 
Student resolutions to their concerns involved hoping things will become better, finding 
nursing career pathways that matched their personal ideals, or leaving the profession.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and two of 
these were brought together into the selective code ‘managing concerns about future role’ 
(figure 9). Both of the substantive codes within this selective code are discussed below.
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Figure 9. Substantive codes within the selective code ‘Managing concerns about future role’
8.6.1 Resting on a hope or quitting
The exposure to loss of caring and disillusionment in some RNs was seen by students as 
something they ‘hoped’ they would be able to avoid in their own future practice, although 
strategies for managing this concern were not always evident:
I think it (losing compassion) depends on the environment that you are working in. I 
hope it will never happen to me. (P2)
I think sometimes it (pressures of RN practice) is used as an excuse (for not being 
compassionate), you know the barriers, the challenges, or maybe they (RNs) have just 
forgotten somewhere along the line. I can’t speak for them but I just hope I don’t 
become like that. (P8)
However, students were also exposed to ‘warnings’ during their socialisation indicating they 
too might be vulnerable to moving away from their ideals, that they too might not be able to 
resist changing when they face the realities of being a RN. Such experiences exposed 
students to the risks on their personal and professional values and this was something the 
students did not intend to allow, even if it meant ‘quitting’:
I hear mentors tell me that’s because you are only new, when you’re qualified and 
you’ve worked for years it will change, your mind will be reversed... over the years if  I 
am not enjoying it (nursing) then I will look for something else. (P7)
They expressed determination that they would ‘not turn out like that’ and yet their solution 
was to leave that job or the profession if they did:
My attitude is if you don’t like nursing leave. Don’t stand there and moan... if I didn’t 
like it I ’d leave, Td look for another job. (P8)
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Students were able to see the potential risks to their personal and professional ideals and 
values. However, their main strategy for managing these pressures and risks was' to hope' 
they would not succumb to them and if they did, ‘to leave’ the profession. Using such a 
strategy may be another reason for the high risk of attrition among newly qualified nurses, 
seen in other studies (Maben et al., 2007; Mooney, 2007).
8.6.2 Choosing a more fulfilling direction in nursing
Students also identified that they could maximise their job and professional satisfaction by 
practicing to the standards they aspired to, through working within specific specialist or 
clinical areas. This expression of intention to find nursing work that better suited their values 
was a phenomenon identified within previous research (Parry, 2008). Many of the students 
identified specific placements where they had experienced compassionate practice as the 
sort of area they wanted to gain employment. Students identified that they would be able to 
become the RN they aspired to be if they worked in a specific area such as higher 
dependency, palliative care, or community nursing:
I have come across it (loss of values among RNs) more in hospital settings than I have 
in community settings. I think that is why I want to go back to the community because 
I am a people person and if I can’t do the job properly then I wouldn’t be happy. (P8)
However, students also identified that they would strive to maintain their compassion and 
uphold the standards of care they aspired to wherever they worked, and not become like the 
RNs who appeared to no longer care, although they were not able to say how this might be 
achieved:
Tm going to be a nurse and when I am I will make sure I don’t do it like that and I will 
do my best to put things in place where it can be better than that. (P10)
Selecting specific clinical specialities or areas for their own future careers also appeared to 
be dependent on the amount of staff support they saw within that area, as well as the staff to 
patient ratios. Students also wanted to feel intellectually challenged and have opportunities
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to continue learning. Students wanted to avoid finding themselves in a job where there was 
not enough time or opportunity to develop or to provide individualised, high quality care:
An ordinary medical ward is not for me, you don’t have enough time, there are not 
enough staff, and so you can’t afford to give that quality care, you’re just patching over 
the cracks, and that is something that I can’t do... I loved Intensive care. It’s good care 
because you have the time to give the whole nursing package with everybody, or 
district nursing or day surgery. I really enjoyed It there... (RNs) have the time to 
communicate with them (patients) and have the time to speak with the family, instead 
of just whizzing around and spreading yourself too thin. (P5)
The decision to choose one job over another has been recognised as dependent upon the 
values within that work environment, with individuals selecting jobs that best match their own 
value aspirations (Judge and Bretz, 1992). The students appeared to be able to recognise 
the jobs that might best suit their desire to practise compassionate nursing. Students 
expressed a desire for a job where they would be happy and that meant providing care to 
the standards they aspired.
Students’ strategies for managing their concerns about the role, values and ideals as a 
future RN amounted to balancing between different intentions, to commit to uphold their own 
personal and the professional values and ideals within any future role and their intention to 
build their RN career within a practice area that matched their personal and the professional 
ideals. This finding resonated with that of Maben et al. (2007) who found that some of the 
ideals and values student nurses held dear during their professional education, such as 
individualised care, could be difficult to uphold when qualified and so these ideals were 
either abandoned, the nurses moved between different jobs, or they gave up nursing 
altogether. This also resonated with the ‘caring trajectory’ where student nurses started their 
socialisation feeling ‘fresh and enthusiastic’ and could end it feeling ‘cynical and 
disillusioned’ (Smith, 1992: 112).
Upholding the professional values of nursing requires courage and relies upon reinforcement 
from colleagues and managers (Maben et al., 2010). The students’ experiences and 
uncertainty about how to manage their concerns resonated with studies that identified RNs 
altruistic and caring behaviours deteriorated over time as they met with constraints to their
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practice (Maben et al., 2007).
8.7 Concluding discussion on uncertainty about RN roles, values and ideals
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and five 
selective codes emerged from the student experiences that identified and explained student 
concerns about the RN role, values and ideals: understanding the Registered Nurse role; 
using personal qualities, values and ideals in the caring role; being exposed to 
compassionate caring and loss of care; feeling concerned about own future role; and 
managing concerns about future role. From these five selective codes emerged one of three 
theoretical concepts grounded in the student experience data that explained student nurse 
concerns related to socialisation in compassionate practice and how they managed their 
concerns.
Students’ experiences demonstrated that they were exposed to many influences during their 
socialisation in compassionate practice. The exposure came from within their social 
interactions, from personal lives, such as their maturity, gender and family expectations of 
nursing practice, and from within the classroom-based and placement-based theory and 
practice components of the programme.
The students’ experiences demonstrated they wanted to uphold the NMC expectations of 
compassion as stated within The Code (NMC, 2008). They identified that these NMC 
expectations were what they aspired to and that these professional ideals matched their own 
personal values and ideals for nursing. However, they also saw that the compassionate 
practice ideal might be easier to uphold in certain nursing environments compared to others, 
through exposure to witnessed variations in the RN engagement with compassionate 
practice within a range of placements.
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Students felt that they were left balancing between the intention to seek a RN role that fits 
with the compassionate practice ideal and the intention to accept that some RN roles may 
involve adapting professional ideals to fit the demands of practice reality (figure 10).
PERSONAL 
INTERACTIONS: from 
within students' life 
experiences
THEORY INTERACTIONS: 
learning about 
compassionate practice as 
a professional ideal
PRACTICE INTERACTIONS: 
learning about 
compassionate practice 
within placement 
experiences
Students derive 
meaning from these 
shared experiences
BALANCING
between:
intention to 
seek RN role 
that fits with 
compassionate 
practice ideal
intention to 
accept RN role 
involves 
adapting 
compassionate 
practice ideal 
to fit reality
Leaving 
f  students feeling 
Vulnerable and 
Uncertain due to 
Dissonance 
between:
' theoretical 
expectations of 
the RN role 
engaging in 
comapssionate 
practice
• witnessed 
variability in 
. . RN role
V  Opportunities
for undertaking 
compassionate 
practice and 
individual RNs" 
engagement in 
compassionate 
practice
Figure 10. Balancing future RN role intentions; first theoretical concept
Students appeared to need to balance their intentions between one end of a continuum 
where the opportunities for upholding their values and ideals, such as empathie, 
compassionate, and individualised care were possible because they had the time and 
opportunity, with the need for compromising their intentions based upon the ‘reality’ they had 
witnessed of a future where they may need to take any job available and may be required to 
‘spread themselves thin’ in order to ‘get the job done’. Socialisation left students feeling 
vulnerable and balancing their intentions as a means to surviving whatever the future held 
for them. Students also balanced career pathway intentions that would help them to uphold 
values and their image of what a nurse should be, even if this ultimately meant leaving the 
nursing profession rather than not fulfil the professional and personal expectations of
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compassionate practice.
The students’ experiences and concerns indicated that their socialisation within placements 
and the University was not providing them with sufficient clarity about RN role expectations 
within the reality of 21^ century nursing practice. It also raised the possibility that 
placements were not providing sufficient opportunity to witness the upholding of professional 
values such as individualised and compassionate practice irrespective of speciality, a 
situation highlighted within reports from the media and organisations representing patient 
care standards (The Patients Association, 2009 and 2011).
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CHAPTER 9: 
FINDINGS AND DISCUSSION 
7 GAVE A PIECE OF ME’: CONSEQUENCES OF COMPASSIONATE PRACTICE
9.1 Introduction
This chapter examines how the students’ socialisation experiences resulted in concerns 
about both positive and negative consequences for their patients and for themselves due to 
compassionate practice. Students expressed that emotions work, attempting to understand 
and empathise with a patient’s suffering, engage in compassionate practice through deep 
and surface acting, involved ‘emotionally connecting’ with patients and inducing and 
suppressing emotions within emotional labour for compassionate practice (as discussed 
within 3.3). Students also found that a lack of compassion shown towards them as students 
by their RN mentors was also of concern, particularly in relation to its impact upon their 
learning success within placements.
It was evident from within the students’ experiences that they were uncertain about the 
professional boundaries to compassionate practice in terms of ‘how emotionally involved’ 
they should become. In order to address these concerns students developed strategies for 
managing their emotions and for seeking support ‘to cope’ with the impact of compassionate 
practice. Their many concerns around experiencing and managing the emotional 
consequences of compassionate practice were identified through substantive coding, 
memoing and further comparative analysis, and the following selective codes emerged:
• Engaging in compassionate practice
• Seeing consequences for patients
• Seeing consequences for self
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• Experiencing positive and negative consequences of relationships with staff
• Uncertainty over professional boundaries for compassionate practice
• Student strategies for managing concerns about emotional labour
Each of these selective codes emerged because of its relevance to the students’ concerns 
during their socialisation in compassionate practice and its ability to identify the students’ 
strategies for managing their concerns. Each has been explored separately within this 
chapter. Conclusions have been drawn from all these selective codes in relation to the core 
theoretical category that emerged from the data analysis: that student nurse socialisation in 
compassionate practice requires balancing between opposing intentions. For this conceptual 
category student nurses demonstrated that they balanced between the intention to engage 
in emotional labour for compassionate practice for the benefit of patient and self and the 
intention to set emotional labour boundaries that limit the risk to personal emotional well­
being.
9.2 Engaging in Compassionate Practice
The student interview data provided many examples of how students engaged in 
compassionate practice within their placements and these were captured in a single 
substantive code that became a selective code: ‘engaging in compassionate practice’. They 
identified that associating personal experiences with a patient's situation enabled them to 
‘connect’ with individual patients and empathise, enhancing compassionate practice. In the 
example below from P10, the student recounted a personal family experience that enabled 
her to ‘understand’ how inaccurate and disrespectful judgements can be made when RNs 
are personally unfamiliar with specific situations. She knew from personal experience how 
‘label’s’ can remove individuality from patients and how detrimental this can be to respecting 
that patient, understanding their situation and being compassionate. Such recognition
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enabled some students to identify how a non-judgemental approach could enable them to 
engage in individualised and compassionate practice:
Whenever I walk into a bay and I see a patient it doesn’t matter the way they look, they 
may be unkempt, to me that is somebody’s mum, dad, brother, sister...I look after them 
as I would want my relative to be looked after...that’s how I see each person...some 
people forget that is a person and see ‘the alcoholic’, the ‘druggie in bay 2’, no -  it’s 
Mr. Such and Such who has a daughter. (P10)
In order to understand the patient's needs the students frequently recounted experiences of 
giving 'a bit of themselves' to the relationship to encourage the patient to ‘open up’. This bit 
of them self was sometimes ‘just a smile’ and is an indicator of their emotional labour:
I think to a lot of patients a smile makes a difference, it’s a piece of yourself, and they 
start asking me about the (nursing) course and it puts them at ease...once you start 
talking to them and building that relationship, if they have any questions you know 
they’ll come to you. (P2)
Having confidence patients could trust them and ‘come to them’ with worries was recognised 
by the students as essential in compassionate practice as it encouraged the patients to 
communicate their needs, suffering or other vulnerabilities, in a way that could then be 
addressed. Students recognised that smiling at patients, inducing a positive emotion, could 
help their patients to trust them, to feel better, and that compassionate practice required 
recognising vulnerability as well as suffering. They noticed potential vulnerability and this 
impacted on how they responded, in a similar way to Snow’s concept of compassion; that 
people identify with vulnerability as well as suffering (Snow 1991).
9.3 Seeing consequences of compassionate practice for patients
Students identified positive and negative consequences in relation to compassionate 
practice. Numerous open and in vivo codes were identified during the coding of transcripts 
and were brought together into substantive codes. Each substantive code was analysed 
and two of these were brought together into the selective code ‘seeing consequences of 
compassionate practice for patients’ (figure 11). Both of the substantive codes within this
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selective code are discussed below.
Seeing consequences 
of compassionate 
practice for patients
r
Positive patient 
outcomes from 
compassionate 
practice
Negative patient 
outcomes from a lack 
of compassionate 
practice
Figure 11. The substantive codes within the selective code ‘seeing consequences of 
compassionate practice for patients’
These codes were explored in terms of positive outcomes when compassionate practice 
took place and negative outcomes when compassionate practice did not take place. 
Students experienced both these scenarios as they travelled around their practice 
placements and worked with many different RNs. It must be said that they recounted many 
positive experiences but it appeared to be the negative experiences that they wanted to 
discuss and make sense of, possibly because it was these negative experiences that left 
them feeling concerned for patients and for their own professional socialisation.
9.3.1 Positive patient outcomes from compassionate practice
Students believed that compassion within the nurse-patient relationship, taking time to talk 
and get to know patients as people, enabled patients to feel cared about as well as cared 
for, a finding identified within the DH reviews of healthcare provision (DH, 2009d). Students 
expressed that caring about patients as people was of great importance to patients and that 
it led patients to trust and remember that student or RN. Students expressed that 
compassionate practice enabled patients to ‘feel better’:
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They feel better while they’re in hospital because they feel that you do care about 
them... they remember you as a person if you talk to them and they feel much better 
for you being there. (P4)
Students could see from their own experiences that talking about things of importance to the 
patient could enable them to build a relationship with patients, or a ‘rapport’, and for the 
patients to feel cared about. This in turn could impact upon the patient’s compliance with 
nursing treatment and care, therapeutic outcomes, and therapeutic relationship building has 
been recognised as dependent upon personal engagement and emotional effort (Mottram, 
2009; Wright, 2010):
(Talking is) how you build up a rapport with your patients, you want them to trust you. 
(P1)
Students found that time was required to get to know the patient's needs and situation, time 
that students recognised was within their grasp but possibly not within the grasp of RNs, and 
that getting to know the individual patient would enable them to identify their concerns and 
so enable resolutions to be put in place:
If they’ve got something on their mind and they’re too worried to say it to a nurse 
because they’re busy, they’ll probably say it to the student. We’ve got time to sit with 
them. Like we had a case where a lady was worried about her children because they 
were in school and she’d been rushed in and she said she needed someone to pick 
them up and so I said ‘right give us your details’... as soon as I (sorted it out) she was 
relaxed and happy. (P3)
Students identified that nursing relationships extended to patients' family and friends and 
that compassion was of particular importance during end of life care:
I had a bad experience when my (relative) died... so, the patient was first and then it 
was the patient and the relatives, and once the patient had passed and there was 
nothing else we could do, my main focus then was back on the relatives. I think they 
are just as important. (P10)
Students were able to describe numerous compassionate practice experiences from their 
placements that they could see had made a positive difference to individual patients or the 
patient's family, from being with people feeling acute anxiety just prior to surgery, to 
spending time with people who were lonely:
I was in anaesthetics and you get a lot of really nervous people and helping people get
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through that process of going to sleep, making them feel better and answering their 
questions if I could. (P14)
Where students were afforded time to spend with their patients, identifying and relieving 
their suffering, the students and patients had a positive experience:
Some of these people in the bed they don’t see anybody, they don’t get visitors, and 
as a student I ’ve been given time to go and talk to these people, find out a bit more 
about them and cheer them up. (P9)
Students recognised that demonstrating that they cared about the patient, making them 
feel better through compassion, could reduce the patient’s anxiety. In previous studies, 
compassion has been shown to reduce patient anxiety even when the compassionate 
encounter was short in duration (Fogarty et al., 1999).
The students identified that compassionate practice involved being there to meet the needs 
of that person and address their concerns and fears, irrespective of whether these fears or 
concerns were directly related to the patient’s medical or surgical condition. Students 
recounted such experiences from their placements:
(I like to be) focused on the patient as a person as opposed to what they have. I was 
with the district nurses and some of them were fantastic, they’d go in and talk to the 
person, they wouldn’t just dress the leg and leave, they’d ask ‘how are you getting on 
and are you managing to get out’ and just talk to them about their life rather than ‘well 
I ’ve done your leg so see you tomorrow’ and be off. So it’s (compassion) just talking to 
the patients about themselves and not just what they’ve got but how it is affecting 
them. (P14)
The students also identified that doing ‘little things’ required thoughtfulness and could help a 
patient to feel better:
It’s not just being there, it’s thinking of their care. They might be sat there getting 
bored... so you ask what you would usually do now at home. Sometimes they’d say I 
read the newspaper and so you offer to go and get them one. You know, the little 
things, and they can just help. (P10)
Students were convinced that through the compassion they showed their patients, they 
helped to relieve patients’ suffering and their presence was therapeutic, even at the end of 
life. The experiences of compassionate practice that students recounted appeared to match 
those expected within professional and government descriptions, doing ‘the little things that
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matter most to patients’ and demonstrating they cared about their patients as individuals. 
However, experiences of when compassion was lacking gave students cause to be worried 
for their patients.
9.3.2 Negative patient outcomes from a lack of compassionate practice
When nursing was not delivered in a compassionate way the students identified that 
patients’ suffering would not be relieved and the patient may be left feeling they were not 
valued:
If you have someone (RN) who is stressed out and who says (to a patient) ‘do you 
know what time it is, I ’ve haven’t yet been on a break’ while putting up an IV, that can 
sort of devalue that patient. (P12)
Such examples showing a lack of suppressing personal anxieties through emotional labour 
for compassionate practice were witnessed by the students and described as lacking respect 
for patients’ suffering. Respectful nursing is important in demonstrating an individual is 
valued and in maintaining their dignity (Gallagher, 2007), and therefore a component of 
compassionate practice that relies upon identifying and trying to alleviate an individual’s 
suffering.
However, students were also aware that overstepping the compassionate practice boundary 
was possible, being overly ‘close’ or ‘emotionally involved’ could equally cause the patient 
further discomfort. The uncertainties of professional boundaries related to compassion are 
discussed later in this chapter. Students identified that inappropriate levels of emotion in 
nurse-patient relationships could be detrimental to the patient and so they were concerned 
about getting ‘the balance’ in their emotional labour:
You also don’t want to be too jolly and happy as there are times when you don’t want 
that either. You have to get the balance right. (P1)
You have to be aware that patients are all different... some might like their own 
intimacy, prefer to be on their own... so it’s good to get to know the patient, so you 
have to see what kind of patient they are so as not to cause any conflict, or the patient
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might not feel comfortable with you. So you have to recognise whether the patient 
likes talking with you, or being there holding their hand or something like this, or they 
prefer to have that distance. (P4)
The key to compassionate practice was seen as the ability of the nurse to know the 
individual patient and respond to their cues with an appropriate balance of emotional labour. 
Compassionate practice was seen as something students needed to engage in with a 
balance between over-compassionate and under-compassionate approaches if they were to 
relieve the suffering of their patients and not impact negatively upon their patients.
9.4 Seeing the consequences of compassionate practice for self
Students identified both positive and negative consequences for themselves and RNs from 
compassionate practice. Numerous open and in vivo codes were identified during the 
coding of transcripts and were brought together into substantive codes. Each substantive 
code was analysed and two of these were brought together into the selective code ‘seeing 
consequences for self (figure 12). Both of the substantive codes within this selective code 
are discussed below. Students had both positive and negative experiences within their 
practice placements. Again, it appeared to be the negative experiences that they most 
wanted to discuss and make sense of, probably because these had left them feeling 
concerned for their own personal well-being.
Seeing the 
consequences of 
compassionate practice 
for self
1
I 1
Positive outcomes for 
nurses from 
compassionate practice
Negative outcomes for 
nurses from 
compassionate practice
Figure 12. The substantive codes within the selective code ‘seeing consequences for self
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9.4.1 Positive outcomes for nurses from compassionate practice
The students particularly emphasised the satisfaction and sense of personal value they got 
when a patient care episode had gone well, when they were thanked, praised, or felt 
appreciated, or when they saw a positive outcome for the patient or the patient's relatives 
due to their own compassionate engagement:
I like looking after people... providing someone’s care, being valued, someone 
appreciating the work you do. I think that’s why I like nursing. (P6)
Students also saw that sharing their own personal experiences with patients, ‘giving a bit of 
themselves’ in a way that helped the patient deal with their situation, felt personally 
rewarding:
I was in theatres there was a girl about my age going for ENT surgery and she was 
petrified... so I told her I had been through the same surgery myself... she said ‘thanks a 
lot, I feel so much better’just as she was going to sleep. That made me feel real good,
I got that buzz thinking I made her feel better and it was nice. (P14)
However, students also expressed that they did not need to have praise or thanks in order to 
feel rewarded, and that seeing people well looked was really all the satisfaction they needed:
I guess it is good to get verbal feedback but it sounds selfish, ‘because I got good 
feedback I feel happy’. It does make you happy but I’m not sure that is what it is all 
about. It is good to feel good about what you do, especially if you’ve really been trying 
to help someone because you’ve noticed that they’re feeling down. Like speaking to 
them about it, finding out why and if you can help then that’s really good. (P14)
Students recognised that it felt good to be thanked or to experience good outcomes from 
what they did, a sense of satisfaction and pleasure from the altruism that is a key component 
of compassion (Armstrong, 2011), and this was an important component to understanding 
how students managed the emotional consequences of nursing. By being more 
compassionate with themselves, seeing that they too were people and needed something 
back from the efforts they put into their work, helped them to cope with the day to day 
pressures of caring for others.
Being more self-compassionate has been shown to moderate people’s reactions to
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distressing events and leave them feeling more able to accept events and maintain self­
esteem (Leary et al., 2007). It needs to be noted that the five separate studies within the 
Leary et al. study (2007) used participants from a pool of undergraduate psychology 
students within ‘artificial’ experimental conditions, and this could mean their findings are 
difficult to translate into the real world of student nurses. Nurses’ experiences and their 
ability to be self-compassionate are far more complex than the findings within the Leary et al. 
experimental study imply, as nurses have social interactions within organisations and within 
a profession that has expectations on them alongside their own personal expectations.
However, it could be that enabling students to treat themselves kindly could buffer them 
against the impact of the emotional challenges within nursing and enable them to continue to 
engage in compassionate practice. Armstrong (2011) identifies with this in her advice on 
how to lead a compassionate life based upon analysis of religious history and human 
behaviour. Armstrong recognises that as humans we are susceptible to the ‘primitive 
instinct’ of putting ourselves first, particularly when feeling threatened, and when we learn to 
forgive ourselves these weaknesses, we become more compassionate to ourselves and 
more able to be compassionate to others (Armstrong, 2011:69).
9.4.2 Negative outcomes for nurses from compassionate practice
The association with personal experiences and a patient's situation could also trigger 
negative emotions in students and make the student avoid compassionate engagement, 
finding it difficult to manage their emotions and feeling it could be detrimental to their own 
well-being. Well-being is recognised as a complex and multi-faceted experience (Galvin and 
Tod res, 2011a) and students expressed vulnerability to their own personal well-being in 
various ways, with connections made between their own emotional well-being and their 
experiences in compassionate practice.
The avoidance of the ‘pain’ of compassion is recognised within people’s behaviour, such as
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the Bank Manager who avoids personal interaction with the person desperate for a loan but 
is deemed too high risk to receive one, or the shopper who hurries past and looks away from 
the person begging on the street (Armstrong, 2011). Such examples are also evident within 
nursing where challenges to or constraints on compassionate practice exist. Students 
explained how they sometimes avoided caring for someone where there was an association 
between that patient and someone within their own personal life, such as person who was 
dying from a condition that had led to the death of a personal friend or family member. In 
these situations, students explained how they used emotional labour to avoid the pain of 
compassion and avoided being ‘allocated that bay’ or asked not to be given that person to 
look after. Despite feeling upset about the situations some of their patients found 
themselves in, the students also expressed how they could keep their emotions ‘inside’, 
suppressing associated sadness through emotional labour, and this enabled them to carry 
on:
On one ward I was on my (relative) had died in the side ward some time before and 
while I was there another person was dying in the same ward. That upset me inside 
quite a lot but I carried on. (EP3)
Students also expressed concern about on-going worry about their patients when they had 
gone home after a day in placement. They had experiences of being unable to 'switch off 
when they went home ‘because they cared’. Again, such experiences left students feeling 
vulnerable to emotional upset and sometimes such effects on their emotional well-being 
could be long-lasting:
I worry. I go home and feel like ringing back up sometimes to check and I feel 
stressed; you feel it like in your shoulders, the stress of the situation. (P1)
I looked after a lady who had breast cancer and it had spread... and I could see little 
things were bothering her all the time... and she had a lot of time to think because she 
was isolated... I wondered how I could make It better for her. We just built up a really 
close relationship. It was just through doing things like manual blood pressures which 
had to be done on her legs because of a PICC in one arm and the other arm was the 
surgery side...her prognosis wasn’t very good. I can’t really explain the type of 
relationship we had but I think about her all the time. (P12)
The students’ experiences identified how personal or professional satisfaction following 
compassionate practice could be felt alongside feeling tired from the emotional labour
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involved, and sometimes on reflection the students later realised the outcome had been 
detrimental to their own emotional well-being, while at the time they felt they were 'coping':
It makes me feel good to make other people feel good but sometimes to the detriment 
of my own health. I try to do too much. (P5)
Students appeared to recognise a balance was required in order to manage their 
compassion; between compassionate engagement with patients for their own personal 
satisfaction and compassionate engagement without personal long-term suffering. This 
resonated with the ‘continuum of compassion’ (discussed in 3.4.1). Students’ expressions of 
concern about working within a healthcare organisation that was under economic stress and 
with staff who appeared to be ‘suffering’ with organisational pressures, appeared to impact 
upon their intention to be compassionate or their intention not to risk ‘burn-out’, similar to 
previous studies exploring nurses’ reactions to emotionally challenging experiences (Bakker 
and Heuven, 2006; Bohan, 2008; Bush, 2009).
Some students were still 'suffering' following emotional engagement with patients that had 
no resolution and one student referred to the theory of relationships and quoted having not 
been able to reach Peplau's stage of termination (Peplau, 1997) where there is a mutual 
termination of the relationship, as a reason for her on-going distress. Students recognised 
their emotional vulnerability within compassionate practice:
I was really connected to a patient and then I went off for a few days, when I came 
back the patient was dead... well I didn’t really have that termination point because I 
didn’t say goodbye to the patient... I think all my life I am going to be a bit (upset) you 
know... building that relationship was you know two vulnerable people, the nurse and 
the patient. (P4)
Students expressed that when relationships had not gone well, when they felt they had not 
been able to practice as compassionately as they wanted to, or when they had been 
involved in sad and distressing practice experiences, that they considered whether they 
would ever ‘get used to it’ or whether nursing was the right profession for them:
The first patient (who died), I couldn’t cope. I wasn’t able to do the last offices, I was in 
tears. Another time a lady died and I had got to know her really well and the family... I 
think it (death) will always get to me. I’ll not become immune to it. (P2)
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However, many students expressed that they would have to ‘get used to' such experiences 
and learn how to cope, with some students explaining how the support from others close to 
them reinforced this belief:
I wanted to help but I couldn’t, and the patient would say, ‘stay with me, don’t leave 
me’, and everybody (other staff) would be doing other things... I went home and after 
that shift I said to my Mum ‘I’m not carrying on with nursing’. I had really good support 
from my Mum and my Dad, they said ‘you stay, remember it is only your first 
placement and you will get used to it’. (P7)
The students' experiences demonstrated that compassionate practice required emotional 
labour, through inducing positive emotions when they felt worried or sad and needed to 
project a calm and hopeful demeanour in order to identify and alleviate the suffering of their 
patients, and through suppressing their own negative emotions to continue to support and 
prioritise the needs of their patients or their relatives, to identify and relieve their suffering; 
and that this could have different emotional consequences for them as nurses. They had to 
make sense of these emotional consequences both positive and negative, in light of what it 
was to be a ‘professional’;
Once I’d finished (caring for a woman during her last few hours) I was so shattered... I 
just felt a bit like a zombie really, but not in a bad way because I wasn’t upset or sad 
but I did feel emotional because I had gone through all these emotions and it was hard 
work. I felt upset for them (the relatives) and then I felt happy for them because they 
got what they’d wanted (a peaceful death)... and I was thinking ‘keep professional’. 
(P10)
The practice of nursing is dense with emotional labour (Smith, 1992), caring activities where 
nurses induce or suppress emotions, and the students’ many accounts of their socialisation 
experiences in compassionate practice were a clear demonstration of this.
9.5 Experiencing positive and negative consequences of relationships with staff
It was not just the relationships with patients that concerned the students. They were also 
concerned about the quality and consequences of their relationships with other nursing staff, 
particularly their RN mentors. Numerous open and in vivo codes were identified during the
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coding of transcripts and were brought together into substantive codes. Each substantive 
code was analysed and two of these were brought together into the selective code 
‘experiencing positive and negative consequences of relationships with staff’ (figure 13). 
Both of the substantive codes within this selective code are discussed below.
Experiencing positive and 
negative consequences of 
relationships with staff
i
The importance of the 
student-mentor relationship
The links between student- 
mentor relationship and 
compassionate practice
Figure 13. The substantive codes within the selective code ‘experiencing positive and 
negative consequences of relationships with staff’
The student experiences were explored in terms of the importance of mentor relationships 
and the links between these relationships and compassionate practice. On the whole, 
students felt they had good relationships with their mentors and the other practice staff, in 
that they could learn and work alongside them. They also felt they had good relationships 
with the University staff, particularly their Personal Tutors. There has been substantial 
research into the student-mentor relationship and the importance of this relationship to 
student learning is well recognised, particularly in terms of gaining confidence, feeling a 
valued member of a team, and feeling comfortable to ask questions (Deary et al., 2003; 
NMC, 2006; Bradbury-Jones et al., 2007; Kilcullen, 2007; Bray and Nettleton, 2007; Smith, 
2012).
203
Katherine Curtis 2012
9.5.1 The importance of the student-mentor relationship
Students were able to provide examples from practice of when their relationships with staff 
had been beneficial to their learning and development, particularly when a RN mentor had 
recognised them as an individual and had created an environment where high quality 
nursing care, the staff and student learning were all valued, and the students felt welcomed 
and 'belonged':
I am individual and they (mentors) treated me in this way, not as ‘just another student’ 
coming along. (P4)
If you are welcomed you feel relieved. It helps you learn. (P7)
The staff there were excellent; they were very supportive... so it was a good 
placement. (P11)
The importance of ‘belonging’ and not ‘rocking the boat’ has been demonstrated within 
previous research with student nurses (Levett-Jones and Lathlean, 2008). The practice 
environment for learning created by the staff was a crucial component of the students’ 
experiences. On the occasions when the students were not personally valued or where the 
atmosphere on a placement was not supportive to staff, the students considered either 
giving up their programme or relied on hoping their next placement would be better. This 
finding resonated with earlier research on the effect of RN attitudes towards students on the 
students’ intentions to stay in nursing upon qualification (Pearcey and Elliott, 2004).
They didn’t like me asking questions... so it was quite off-putting. It set me back from 
being very confident... when I came out of that placement I felt ready to give up. To be 
honest they just made me feel like I was worth nothing. (P8)
Students were aware of personal consequences that could impact on their future success 
could come from their relationship with their mentor. They were aware that the mentor 
would be responsible for their learning as well as the assessment of their progress in 
practice, deciding whether they pass or fail; a dual role challenge that mentors were also 
known to struggle with (Bray and Nettleton, 2007). This was occasionally difficult for the 
student because it influenced how they responded to their mentor, not wanting to 'get in their 
bad books’, using the ‘hidden curriculum’ to negotiate a way through to success (Allan et al.,
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2011).
The students valued a good mentor and vowed they would be a good mentor when they 
qualified as they knew how important the role was. Many of the students were already 
getting involved in teaching and supporting the more junior students and this gave them 
personal satisfaction in terms of helping others and the realisation of all they had learned:
It makes me think that when I am a mentor, which I eventually will be, I know how I 
want to be...It doesn’t mean any of them have been bad, it’s just some have been 
more into being a mentor and enjoyed it and some have seen being a mentor a 
burden, and that makes a difference. (P1)
If they don’t want to teach they just say ‘follow me around’ and ‘do whatever you want 
to do’. I just finished a placement where it was like that and there were two first years 
and I felt sorry for them...so I showed them things. I didn’t want them to feel the way I 
did. (P7)
In the same way that students were concerned about nurses who lacked compassion, the 
student experiences of mentors who 'could not be bothered' was also of concern for both the 
quality of nursing practice and for student learning. Students suggested that these mentors 
should leave the profession as teaching was a fundamental component of nursing, and 
helping the next generation of nurses to learn was important to them all.
9.5.2 The links between student-mentor relationship and compassionate practice
Students felt that good relationships with their RN mentors enabled them to engage in 
compassionate practice with patients. The role of mentor was brought in by the NMC with 
Project 2000, as previously discussed, yet the role is one that still gets little support from 
NHS practice placements in terms of ‘protected time' (Nettleton and Bray, 2008; Smith, 
2012).
However, students also identified that the opposite was also true, when they felt they were 
not cared about by their mentors they sometimes felt they couldn’t care for their patients:
They (staff) were all moaning and saying ‘what made you come into nursing’, and that 
put me off...I didn’t get any support and so I couldn’t support the patients. (P7)
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The idea that support for students impacts upon the support students can subsequently offer 
to those in their care is not new (Smith, 1992). Students also recognised that their 
relationships with their Personal Tutors or University teachers were also helpful in enabling 
them to practice to the best of their ability. Most students expressed having a good 
relationship with their teachers and that the rapport had been built through mutual sharing of 
personal information, getting to know each other as individual people:
Like our personal tutor is a real champion for us, I think she wants us to do this as 
much as my mum and my boyfriend... we’ve got that lovely rapport with her...she talks 
about her family but not enough that it is inappropriate... you feel like you know her like 
a friend, because you know a bit about her life and she knows about our lives. (P1)
This teacher relationship founded on recognition of individuality, appeared very important to 
students in the same way that compassionate practice required individually recognising 
patients as people. They also made the link that teacher-student relationships could act as a 
template for their own student-patient relationships:
She’s (personal tutor) just been excellent and I couldn’t fault her. She’s guided us 
about the therapeutic relationships like being there, being honest with the patient, 
being genuine with the patient, she’s really portrayed that to us. (P3)
The student interview data identified that positive and negative outcomes from their 
relationships with mentors and teachers affected their ability and intentions to engage in 
compassionate practice. Through mentors and teachers role-modelling an approach that 
valued the student as an individual, staff helped the student to understand the importance 
of an individualised approach to understanding patient’s needs and suffering, essential 
within compassionate practice.
9.6 Uncertainty over professional boundaries for compassionate practice
Students were uncertain about where the professional boundaries lay in compassionate 
practice, in terms of ‘how close was too close’. Numerous open and in vivo codes were 
identified during the coding of transcripts and were brought together into substantive codes.
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Each substantive code was analysed and one of these became the selective code 
‘uncertainty over professional boundaries’ (figure 14). The substantive code within this 
selective code is discussed below.
Uncertainty over professional boundaries
1
Learning boundaries
Figure 14. The substantive code within the selective code ‘Uncertainty over professional 
boundaries for compassionate practice’
Stickley and Freshwater (2002) explore boundaries in terms of the ‘art of loving’ within the 
nurse-patient relationship and discuss how ‘love’ can be expressed in nursing care. They 
also acknowledge that where nursing takes place within environments lacking staff 
resources, nurses are so busy they have reduced time with each patient and the nurse may 
express frustration rather than love to the person who most needs understanding, their 
patient. However, Stickley and Freshwater (2002) identify the importance of love to 
validating us as human, a similar sentiment to the importance of compassion (Armstrong, 
2011) and that knowing the boundaries to what is an acceptable amount of love is difficult. 
They suggest Clinical Supervision as a means to enable professional boundaries to be 
understood, however they also acknowledge that this is infrequently on offer within most 
nursing services (Stickley and Freshwater, 2002). Learning the boundaries of 
compassionate practice was expressed as a concern by the students.
9.6.1 Learning boundaries
Students identified that in order to provide compassionate practice they needed to learn the
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‘boundary’ to an overly intrusive approach that could be ‘uncomfortable’ for patients, 
something they thought they read in the patient’s reactions to them. They recognised that 
compassionate practice required careful tailoring to the patient as an individual:
You (patients) don’t want her (a nurse) coming to you and holding you, this will not be 
appropriate for most people I would have thought. I look for signs in the body 
language, so for example if the patient moves backwards or if for example they stop 
smiling or you can see it in their eyes. (P4)
However, there were different presentations of compassion ‘boundaries’ within their 
placement experiences and this left the students with uncertainty. They could not clearly 
identify how to recognise appropriate boundaries when compassionately engaging with 
patients:
If someone passed away... I’d probably burst into tears but I’d be worried about crying 
in front of the relatives because it would feel like I was taking away their grief from 
them. (P2)
Students were on the whole unable to explain what professional boundaries were in terms of 
how ‘involved’ they should become emotionally with their patients, and yet referred to 
professional boundaries as a means of helping them resolve this concern:
Like when you’re in work, you have to be genuine but as well as being genuine you’ve 
got to be professional. Like I said, you see people and think ‘if they were my mum’, 
but if they receive bad news you can’t go ‘oh my god’ and cry, you’ve got to be 
professional... I’ve found like when I’ve had a death where I was close to the patient 
and I’ve been with the nurses when they go into the room to the family and say ‘I ’m 
sorry but there’s nothing we can do’. I ’ve got a tear in my eye but nothing 
unprofessional. (P3)
Students recognised that the need for professional boundaries as set out within the student 
guidance on professional conduct, such as: ‘maintain clear professional boundaries in the 
relationships you have with others’ (NMC, 2009b: 14) but that the definition of these 
boundaries was open to interpretation. Students identified that the placement leadership 
often defined these boundaries through role-modelling them and students learned from 
watching those around them how to develop 'acceptable’ professional boundaries. Students 
could provide examples of when their own compassion for patients had possibly 
overstepped an acceptable boundary and they became too emotional or involved, not
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‘managing their own emotions', resulting in feeling emotionally overwhelmed or too upset to 
carry on.
Students sometimes felt they could not 'let go' and understood they needed to accept they 
had done all they could so should not keep thinking back on 'what if. Students also 
expressed that they had been taught by teachers or family that they needed to maintain a 
professional 'detachment' on occasions in order to cope with the emotional pressures of 
nursing;
They (lecturers) teach you about the therapeutic relationship and how you need to give 
yourself but not too much. I may have gone over that boundary...that relationship was 
maybe too strong forme at that time, because I really didn’t have that experience and I 
really cared for that patient... if you do come across such traumatic things you may 
never recover because you are always thinking ‘what if I was there’. (P4)
When I got home (following a distressing experience on placement), I rang my mum 
and she reassured me I’d done everything I could...I had got myself emotional and my 
mum said you’ve got to stop and pull yourself away. (P10)
Student experiences demonstrated how difficult it was for them to define the boundaries of 
‘professional compassion’ compared to the compassion they felt for family:
I can have compassion for my daughter because it is a personal relationship. The 
Code says to empathise and show compassion but it must be within the professional 
boundaries... I feel you have to empathise with your patients for you to understand 
how they feel...I believe that if you become too compassionate you become too 
emotionally involved. I feel at that point you have to step into your professional 
boundary... I hope the more experience I get I will find a way to balance it... Another 
thing I have found is that we have pressure to remain professional all the time so we 
sort of mask ourselves. (P13)
This student provided an illustration of the way students are socialised into uncertainty about 
the boundaries of compassionate practice and how the need to ‘mask’ their emotions is a 
part of the emotional labour of nursing to make patients feel safe and cared for, and for 
students to ‘cope’ with the emotional demands of nursing (Hochschild, 1983; Smith, 1992). 
Students’ experiences left them balancing between intentions to compassionately engage or 
not and they did not appear to be able to explain how to manage their uncertainty over 
where the professional boundaries of compassionate practice were drawn.
209
Katherine Curtis 2012
9.7 Student strategies for managing concerns about emotional labour
Students identified the importance of being compassionate and professional and that on 
occasions they would need to ‘put it on" when they really didn’t feel it, through surface acting 
such as smiling and appearing cheerful (Hochschild, 1983; Smith, 2008; Smith, 2012). This 
behaviour demonstrated a link between the emotional labour of ‘managing their emotions’ 
and meeting the professional expectations of compassionate practice. Students knew 
compassionate practice was expected of them within The Code, their professional conduct 
guidance (NMC 2008), and yet also recognised the difficulty in having ‘genuine’ compassion 
within all patient care situations and hence they would need to ‘act compassionate’ at times 
without feeling compassion. They expressed that this emotional labour could become 
emotionally ‘tiring’ for them.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and several 
of these were brought together into the selective code ‘student strategies for managing 
concerns about emotional labour’ (figure 15). Each of these substantive codes within this 
selective code is discussed below.
Developing strategies 
for managing emotional 
labour
Emotional labour 
and compassion
T
Preserving 
emotional well­
being
Preserving
professional
values
T
Humour as a 
coping strategy
Other sources of 
support
Figure 15. The substantive codes within the selective code ‘student strategies for managing 
concerns about emotional labour’
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9.7.1 Emotional Labour and compassion
Many of the students' experiences demonstrated their use of emotional labour in their 
nursing, inducing or suppressing their own feelings, using deep and surface acting, in order 
to create a compassionate relationship with their patient. However, within the students’ 
experiences they appeared to have very few strategies to manage their concerns about 
compassionate practice and how to identify what was an acceptable level of emotional 
labour and what was not. Students referred to 'masking' their emotions in order to 'portray' 
the care the patients expected, and yet they also emphasised the importance of being open 
and honest, showing their true emotions by shedding a tear on occasions, and being 
genuine:
No matter how you are feeling, whether you’re feeling rubbish, upset or whatever, we 
have to smile... it’s like a mask isn’t it, you’ve got to smile and you’re not to let a patient 
or anybody else know... I think you have to do it (put your own emotions aside) 
because if you don’t, I don’t think you can care for a patient properly... I wouldn’t have 
been compassionate. (P10)
You have days when you have your own personal problems and you really don’t feel 
like smiling. But I always say it’s not the patient’s fault that I’m having a bad day or a 
bit tired, so I always try and be the same, no matter what. (P1)
They expressed the need for a ‘coat-hanger smile’, a ‘mask’ to wear for the benefit of their 
patients, to suppress their own feelings; demonstration of surface acting to meet the 
patients’ expectations and deep acting to meet their own expectations for compassionate 
practice (Hochschild, 1983; Bolton, 2001; Smith and Lorentzon, 2005; Smith, 2008; 
Bradshaw, 2009). The emotional labour involved in such activity could enable the student to 
provide a ‘facade of compassion’ for their patients’ benefit, and yet it required emotional 
labour that left them feeling quite cynical. Surface acting left students ‘feeling like a fake’; a 
side to emotional labour that took its toll on the students’ future intentions towards engaging 
in compassionate practice or their ability to maintain this level of emotional labour.
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9.7.2 Preserving emotional well-being
Students confronted their concerns about compassionate practice and managing emotions 
in a number of ways. Students accepted that sad events would occur within their nursing 
practice and that they would have to ‘learn to cope’ with these if they were not to impact 
negatively upon their own emotional well-being. They claimed that in their experience these 
upsetting events helped them to become a better nurse, a finding reflected within the mental 
health literature on coping with inpatient suicides (Gaffney et al., 2009; Gulfi et al., 2010). 
Students made a link between preserving their emotional well-being and their own learning, 
and helping others learn, from their experiences:
I didn’t have any counselling or anything like that. I like to think I am quite strong but 
something like that (death) rocked me and I spoke to my mentor about it and he said 
it’s perfectly fine if I wanted to cry... It made me stronger... I now feel I am in a better 
place when it comes to caring for people... I can pass my experience on and have 
done on a number of occasions to first years. (P9)
Students relied on support from the people closest to them for managing their emotions and 
coping with emotional events in placements, particularly those people who understood them 
well such as their family and friends. They also identified that their student nurse peers and 
University based Personal Tutors were very valuable in how they learned from and coped 
with emotional events while in placements, because these people could relate to their 
experiences. The value of peers is a recognised support system within student nurse 
learning (Roberts, 2009). Students expressed that knowing people who understood their 
viewpoint and who are available for support was beneficial:
My personal tutor is fantastic, and she’ll often talk through any issues... you get a lot of 
support here. And I’ve got my peers as well. I’ve got my friends, you know my fellow 
students and we talk a lot as well... we will discuss things that upset us and things we 
did well... they (peers) understand. (P1)
Students also identified that support from practice mentors was particularly valuable as an 
incident would be familiar to them and often they had faced such experiences before and 
could advice on how best to preserve emotional well-being. However, students had 
experiences of both supportive guidance to managing emotions as well as unsupportive
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reactions to students' emotional distress. It was apparent from the student interview data 
that strategies for managing emotions in placements was not clear and varied enormously 
depending on the staff supervising their practice and from whom they learned:
The staff nurses themselves were excellent at dealing with It (a patient death). At the 
time they said to let my emotions run through but to do It in private and don’t let the 
other people see it, and the next day they talked to me about it and how to deal with it 
the next time... but some people just carry on working to get rid of the stress of it. 
(P11)
It appeared the variability in support and strategies for managing the emotions in nursing left 
the students feeling vulnerable and uncertain. There did not appear to be any formal 
strategies for supporting emotional labour within practice as the students expressed their 
own informal seeking of support from friends, family and staff when they felt they needed it. 
Students explained how they sometimes needed to suppress immediate emotional reactions 
to experiences until an appropriate opportunity arose and how the emotional labour of 
‘hiding’ their feelings was an important part of being an effective nurse. Some students also 
identified that they needed to ‘get used to it’, ‘harden up’, develop ‘a thick skin’ or ‘take it on 
the chin’ in order to cope with the emotional labour of nursing, while at the same time trying 
to maintain a person-centred approach to patient care:
You will become more used to it, a horrible term, to people dying and people’s needs, 
but you’ve still got to remember they are still people at the end of the day. (P2)
Avoidance of emotional engagement was another strategy the students referred to as a 
means to personal survival in some situations. The avoidance could also take the form of not 
getting too involved with patients who they thought could trigger emotional responses in 
them, such as patients who were dying. Some students identified practice areas where they 
felt safe from emotional consequences, such as a day surgery unit, and even a hospice 
where death was expected and managed well, and that by working in such areas in the 
future they could protect themselves against personal emotional consequences:
You don’t get much time to bond with them which is good in a way because you can 
stay emotionally detached. (P6)
Students also relied on experiential learning for coping strategies and hoped that learning
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would come with further experience. Students were less able to say how this might happen 
or what their learning strategies might be, and again appeared to be unaware of any formal 
support to enable this to happen. Being exposed to examples of coping in nurses that faced 
regular exposure to distressing situations appeared to give students confidence that they too 
could learn how to manage their emotions, some students referred to this as ‘hardening’ 
themselves as being a part of what a nurse does:
They (RNs) were getting over it. in the way that ‘weii another person died, we are sad 
but we have to move on, it’s another day and there are other patients’. So for me it 
was reaiiy traumatic because my patient died and for them it was Just another person 
who died... i feit it was a bit harsh, what they were doing, they were a bit hard you 
know, iike, while I was a bit soft. (P4)
This distinction between being ‘hard’ and coping and being ‘soft’ and not coping was 
interesting. The students could see hardness in RNs that they approved of in that it enabled 
them to ‘survive’ the emotional demands of their work. While at the same time, they saw 
hardness as not empathie, not ‘connecting’ with patients in order to really get to know them 
and thereby not engaging in compassionate practice. There was uncertainty in their views 
on ‘being hardened’ to emotional nursing experiences. Students could see the need to 
preserve their emotional well-being alongside the need to be compassionate and the two 
seemed at odds at times. Understandably, this appeared to again leave students feeling 
vulnerable to dissonance in what was expected of them during their socialisation in 
compassionate practice.
9.7.3 Preserving professional values
Reflecting on events was a common strategy amongst the students for coping with the 
emotional demands of nursing and preserving their values. This strategy helped them 
manage their emotions and make sense of their experiences:
/ keep a journal, mainly for reflection purposes but it also reaiiy helps to write 
everything down and gets it out of my system... writing it down forme helps reduce the 
stress of the day. (P I4)
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Reflection as a strategy for learning is highly regarded within nursing practice but known to 
be poorly taught and understood (Coward, 2011). If students are able to learn new 
strategies for managing concerns from facilitating and encouraging reflection on challenging 
emotional events, then they may be more able to engage in compassionate practice. 
Resilience to maintaining practice ideals can rely upon being able to reflect on what went 
well and what did not go well within their practice experiences, and so make sense of them 
(Edward, 2005; Warelow and Edward, 2007; Jackson et al., 2007). The students used 
reflection alongside strategies of accepting that they had done everything they could within 
situations where there was an emotional event and they needed to manage their emotions:
I had a small tear and I reflected on It, we’d given the best care, what they needed, no 
regrets... yes, I ’ve done the best I can, that’s how I deal with it. (P3)
However, students as novice practitioners were not always confident they had the 
experience to know they had done all they could, and so confirmation of this by the experts 
such as their mentors or teachers helped. Students also identified that they needed to feel 
good about what they had done such as providing the best quality care for their patients and 
in doing so they preserved the professional ideals and values of nursing. They also identified 
that by adhering to their practice ideals they would benefit as a person by feeling personal 
satisfaction:
If I spend 10 to 20 minutes of my time and speak to my patients and ask them how 
they are and all that, it will benefit me as a person. I ’m not talking about doing it just 
for the nursing profession but I am talking about how I will feel when going home. 
(P13)
The students recognised that the personal consequences of not maintaining professional 
values could lead to distress in relation to their own personal morals and values. Moral 
distress has been shown to be an outcome from unsuccessful efforts in newly qualified 
nurses to preserve moral integrity, feeling they were not living up to the standards of what a 
good nurse should be (Kelly, 1998; Hardingham, 2004). Students expressed a need to 
maintain standards for their patients and for the profession, but also for themselves.
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9.7.4 Humour as a coping strategy
Humour was another strategy for managing emotions when practice experiences were 
difficult and students found their peers particularly valuable with this strategy as they would 
‘not judge’ them. Humour has been seen to provide nurses with a means to deal with their 
emotions related to difficult situations and create a cohesiveness among the peer group 
(Beck, 1997), a form of emotional labour to block negative feelings. Students were not really 
sure about whether humour or discussions were most helpful as a coping strategy, and 
sometimes they were left still dealing with their emotions later on when they were alone:
I cope through dry humour a lot of the time. Some people don’t get it but you 
sometimes have to or othenfl/ise I think you would crack up... you have a chat with the 
qualified staff, a chat over lunch with friends, and then you might go home and have a 
cry. (P2)
Students provided examples of how they grappled with balancing between feelings of guilt 
over their use of humour and the need to ‘let go’ at times with their friends in a way that 
reduced their emotional distress. Humour was a coping strategy that they identified as a 
valuable means to managing the emotions of compassionate practice. The students 
experiences were similar to those within findings from a study into student nurses’ coping 
during their ‘clinical psychiatric rotation’ (Warner 1991), where it was found that students 
used humour to help them cope with stress.
9.7.5 Other sources of support
Students also identified other sources of support and strategies as having value to managing 
their emotions. They provided examples of how teacher-facilitated reflection within the 
University setting helped them make sense of placement experiences but that opportunity for 
this were difficult given the numbers of students their teachers were trying to support. They 
also expressed that large group teaching was not conducive to discussion of strong 
emotions in a way to enable students to feel comfortable in expressing their vulnerability and
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learning new strategies for managing these emotions. Facilitated reflection opportunities 
that could support compassionate practice were identified as not easily accessible or helpful 
in the format in which they were provided.
However, students did identify Clinical Supervision as a means to support compassionate 
practice and a means to learn from the emotional labour of nursing. Clinical supervision is a 
recognised strategy for staff support and development in practice (NMC, 2008a; Bush, 2009; 
Chambers and Ryder, 2009; Lester, 2010; Cornwell and Goodrich, 2010) and a strategy for 
supporting the emotional labour of nursing. However, the students' interview data identified 
that they felt clinical supervision was not easily available for qualified staff, let alone 
students;
You know clinical supervision is meant to be a big one for them (RNs) but ask nurses 
how many actually have clinical supervision, (laughs), they don’t... if there were clinical 
supervision in place then they probably wouldn’t get to that burn-out point... It would be 
quite good if students could have supervision too. You don’t get the chance to come 
back out of practice to University and have supervision here... Your personal tutors 
have limited time as well... I think that would be quite useful. (P8)
Students were also aware of counselling services but felt these were there for extreme 
situations and not for the ‘day to day coping’ of emotions. Students did take some control 
over the support that was available to them. Where the student had a good relationship with 
their RN mentor the student was able to request support when they felt they needed it. This 
was the same for support from Personal Tutors and students gave many examples of how 
this had been helpful. Students particularly sought out support from people in practice who 
had concurrent roles within the University, such as ‘practice liaison tutors’ and ‘educational 
leads’, who students referred to as particularly helpful because they were aware of both the 
students learning support needs and the pressures in practice. Such roles that cross both 
the University and practice areas have value in providing a sense of collaborative support to 
students (Chappie and Aston, 2004; Burns and Patterson, 2005; Carlisle et al., 2009).
Overall, students struggled with how to manage their emotional experiences related to 
compassionate practice, they found little formal support in placements or the University for
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the emotional labour of nursing, and were uncertain of the best strategies for coping, 
balancing between sharing their feelings with others and bottling them up:
I now find it easier to switch off than I used to. I don’t mean completely forget, I don’t 
think you are in the right job if you completely forget about the people you’ve looked 
after... You find yourself talking about the amusing stuff that’s happened to you but the 
bad stuff you can maybe only share when you come back into University with your 
other (student nurse) friends. They can probably empathise... but a lot of It I bottle up. 
Every few months I have like a little explosion. I get to the end of my tether. (P5)
Managing the emotional labour of compassionate practice was of real concern to the 
students. Their strategies for managing this concern were varied and relied on balancing 
between intentions to ‘harden up’ and set professional boundaries to their emotional 
engagement with patients, and their intentions to remain emotionally ‘connected’ to their 
patients for the benefit of their patients and the maintenance of compassionate practice 
ideals. It was evident that students had no clear strategies for managing the emotional 
labour of compassionate practice as they experienced little recognition and support for the 
emotional labour of nursing.
9.8 Concluding discussion
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and six 
selective codes emerged from the student experiences that identified and explained student 
concerns about the consequences of compassionate practice: engaging in compassionate 
practice; seeing consequences of compassionate practice for patients; seeing 
consequences for self -  positive and negative; experiencing positive and negative 
consequences of relationships with staff; uncertainty over professional boundaries for 
compassionate practice; and student strategies for managing concerns about emotional 
labour. From these six selective codes emerged one of three theoretical concepts grounded 
in the student experience data that explained student nurse concerns related to socialisation 
in compassionate practice and how they managed their concerns.
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The students were exposed to many consequences from the emotional labour of 
compassionate practice. Their understanding of consequences, good and bad, came from 
their own experiences of witnessing the impact on themselves and on others. They 
expressed that compassion, or lack of compassion, provided by RNs could be a 
consequence of how well these nurses had previously ‘coped’ with the emotional demands 
of compassionate practice, and student believed they too could develop ‘coping strategies’ 
and ‘professional boundaries’ but were not sure how. However, students also experienced 
dissonance in ways of coping with challenging emotional situations, such as to laugh or to 
cry, and in what was expected of them in terms of the emotional labour to engage in 
compassionate practice. Students tried to make sense of the ‘right’ way to practise but were 
left feeling vulnerable and uncertain of the boundaries to the emotional labour expectations 
of compassionate practice.
Students felt they were left balancing between intentions to engage in the emotional labour 
of compassionate practice to benefit patients and maintain their own ideals and professional 
values, and the intention to set emotional labour boundaries that limit compassionate 
practice and thereby help to preserve their own emotional well-being.
The core category of balancing intentions arose after consideration of the choices students 
made between engaging in emotional labour to provide compassion practice and setting 
emotional labour boundaries that minimised risk to their personal emotional well-being 
(Figure 16).
Students found themselves trying to resolve concerns about engaging in compassionate 
practice that could benefit their patient and their own feelings of satisfaction, and the setting 
of professional boundaries that protected the student against potential emotional distress. 
Such responses to the emotional demands of nursing have been demonstrated in qualified 
nurses within both general areas of nursing and within specialities such as burns and critical 
care nursing, and particularly within mental health care following a client suicide (Bowers et
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al., 2006; Ting et al., 2006; Carlen and Bengtsson, 2007; Spencer, 2007; Bohan and Doyle, 
2008; Gaffney et al., 2009; Gulfi et al., 2010). Experiences such as these have resulted in 
the identification of the need for more practice-based support if the nurses are to preserve 
their own emotional well-being and their moral integrity (Kelly, 1998; O’Connell, 2008; Stayt, 
2009; Hillliard and O’Neill, 2010).
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Figure 16. Balancing intentions towards and away from the emotional labour of 
compassionate practice: second theoretical concept
From the student experience data, the choice of intention to engage in the emotional labour 
of compassionate practice or not was a balancing act. It could vary depending on how well 
the student could relate to the individual patient’s situation and empathise, and was also
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dependent upon the support the student perceived was there for them to engage in the 
emotional labour of compassionate practice and to help preserve or recover their emotional 
well-being. Student socialisation left them balancing their intentions towards or away from 
emotional labour for compassionate practice, as this was a means to surviving whatever the 
future held for them.
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CHAPTER 10: 
FINDINGS AND DISCUSSION 
‘YOU HAVE TO BE CUTE ABOUT IT :  CHALLENGING CONSTRAINTS
10.1 Introduction
Within this chapter, student experiences are discussed that identified numerous constraints 
to nursing practice that made them believe that when they became Registered Nurses (RNs) 
it could be difficult to uphold the professional ideal of compassionate practice to which they 
aspired. Students witnessed what they understood as loss of compassion, frustration and 
stress in some RNs within their placements, particularly where organisational or 
environmental constraints prevented these nurses delivering high quality and individualised 
nursing. Students were uncertain how much power the RNs had to control these constraints 
and were concerned about their own future vulnerability to such constraints. They 
expressed strategies on how they might manage this aspect of their future practice. Data 
from each student’s experience was explored, coded, and constantly compared to the data 
from previous participants’ experiences, according to Grounded Theory. From within the 
open coding emerged several selective codes that focussed on challenging the constraints 
to compassionate practice. This became the third conceptual category to emerge from the 
data.
The many concerns around experiencing and managing of constraints that challenge 
compassionate practice were identified through substantive coding, through further memoing 
and comparative analysis, until the following selective codes emerged:
• Identifying vulnerability to constraints
• Identifying the impact of leadership on constraint management
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• Student strategies for managing concerns about constraints
Each of these selective codes emerged because of its relevance to the students’ concerns 
during their socialisation in compassionate practice and its ability to identify the students’ 
strategies for managing their concerns. Conclusions have been drawn from these three 
selective codes in relation to the core theoretical category that emerged from analysis of the 
data, that student nurse socialisation in compassionate practice requires balancing 
intentions. For this conceptual category students demonstrated balancing between the 
intention to challenge constraints that impact on compassionate practice and the intention to 
accept and adapt to the reality of constraints on compassionate practice.
10.2 Identifying vulnerability to constraints
Students identified various constraints within practice placements that had an impact upon 
compassionate practice. They felt vulnerable to some constraints and other constraints they 
felt they might be able to challenge or control. One of the main constraints they witnessed 
was in relation to the reality of time pressures within practice. They saw this as impacting 
upon the ability of some RNs to engage in the professional ideal of compassionate practice. 
However, students also identified constraints within their University based education that 
they felt also had an impact upon their preparation for compassionate practice.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and several 
of these were brought together into the selective code ‘identifying vulnerability to constraints’ 
(figure 17). Each of these substantive codes within this selective code is discussed below.
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Figure 17. Substantive codes within selective code ‘Identifying vulnerability to constraints’
10.2.1 Accepting ‘short-cuts’ and ‘MacDonaldisation’
One area of concern that arose from the student interview data was their vulnerability to 
engaging in practices they felt were not of the required standard. They referred to these in 
terms of ‘short-cuts’ and ‘MacDonaldisation’, and identified that such practice reduced the 
quality of nursing and could impact upon the patient’s experience of individualised and 
compassionate practice. A commonly used illustration of this was in relation to moving and 
handling techniques. Students were aware of equipment specifically designed for this 
purpose that would improve the comfort and safety of patients, and yet in practice they 
experienced time pressures that resulted in ‘short-cuts’ where the right equipment was not 
used. The short-cuts were often explained in relation to limited availability of the appropriate 
equipment and the need to ‘speed up’ activity to ‘get the work done’. Students believed the 
equipment was not readily available due to financial constraints outside the control of the 
RNs or that perhaps the staff did not have enough time to locate and utilise the 
recommended equipment even if it was available. They expressed a belief that short-cuts’ 
related to time constraints were related to ‘heavy workloads’ or ‘insufficient staff’, and that 
these short-cuts were sometimes justified as providing more time for ‘other priorities’.
The same concerns about constraints arose in relation to infection control in that the 
students understood the required procedure to clean hands between patients but that limited
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time resulted in non-adherence by some staff from all disciplines, staff rushing between 
patients with a quick squirt of antibacterial hand gel and not enough time to let it dry 
properly. Bearing witness to less than ideal professional standards resulted in students 
feeling concerned about how they would know what was acceptable in practice and what 
was not:
One (RN) that’s poor in their hygiene, that would be easy to follow because they are 
your mentor. (EP2)
There were other examples in relation to watching a patient taking their medication, 
discharging a patient before being certain the patients was ready because another patient 
needed the bed, using a ‘conveyor-belt’ approach to maximising ‘efficiency’ and so not being 
able to attend to their patients in an individualised manner because they did not have time to 
talk to the patient to find out what they needed. The students saw that time constraints had 
an impact upon compassionate practice:
I strongly disagree with the ‘MacDonaldisation’ of nursing... you’ve no care put into it, 
it’s kind of like ‘get them in and get them out’ and that side I don’t like... nurses say I’ve 
not got time now I’ll do it later, it gives them (patients) a bad experience...They’ve not 
got many staff and it kind of takes away your care aspect. (P3)
‘MacDonaldisation’ in nursing is a recognised phenomenon (Bradshaw, 2009). Bradshaw 
argues that a market-driven, outcome measuring and bureaucratised approach to nursing 
has overtaken the values of care. Students seemed to identify that the ‘fast-food restaurant 
approach to customers’ seen within some nursing practice inhibited individualised human 
interaction, and was not suited to compassionate practice. There appeared to be a need to 
be resistant to the demands of MacDonaldisation if compassionate practice was to thrive, 
however this would require resilience on the part of the RNs to uphold their professional 
ideals in the face of practice reality within a target-driven NHS. MacDonaldisation also 
required them to view their patients as customers who needed to be ‘processed efficiently’, 
giving them a ‘good experience’ through the emotional labour of surface acting such as 
smiling (Smith, 2008; Smith, 2012).
Students repeatedly emphasised their desire to provide individualised care and spend time
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exploring a person’s needs rather than focussing on the latest target to meet such as 
reducing falls, although they accepted the importance of such risk management. Students 
wanted to use a humanistic approach to their nursing practice and they understood this was 
what was expected from the theory they had learned;
On the complex care ward there were a lot of patients with dementia and they (RNs) 
would focus on the problem that they came In with, like falling, as opposed to their 
dementia. They’d say ‘you just sit with him and calm him down’, they didn’t do like 
we’d learned in the University, try and find out why they were wandering... they might 
be looking for the toilet and forgotten where it is. I just felt like they were too busy to 
do the whole thing properly. (P14)
The result of these student experiences was concern that time and target constraints existed 
within practice activity, and that these constraints impacted negatively upon compassionate 
practice. Accepting that short-cuts and MacDonaldisation were required within the reality of 
practice as a RN was of great concern to the students and presented them with further 
dissonance between the professional ideals of individualised nursing and the practice reality.
10.2.2 Constraints cause dissatisfaction and moral distress
Students were aware that constraints that reduced compassionate practice could leave RNs 
feeing dissatisfied and distressed. The experiences of RNs who are exposed to insufficient 
numbers of staff and organisational pressures, that make it difficult for them to deliver the 
care they feel they should, has been recognised as resulting in moral distress (Corley, 
2002).
A conveyor-belt approach or fast turnaround of patients and the associated paperwork 
created an atmosphere within a placement that appeared busy and chaotic to the students. 
Students had concerns in these environments about how they might care for their patients 
properly and that as a result their work would be less rewarding and more stressful:
You just haven’t had the time to look after patients and you’re going home thinking 
have I done this or have I done that, or did I write in those notes... not been able to 
give the care that you would want to give them because of the sheer busyness of the
226
Katherine Curtis 2012
shift and you feel exhausted as well after all the running round... some of them you did
get to know but some of them you just couldn’t. (P1)
Students expressed that some areas where there was a fast throughput of short-stay 
patients, such as surgical wards and day surgery, were places where they felt ‘targets’ 
dictated nursing activity rather than patients’ needs. Other areas where patients stayed 
longer or there were greater numbers of RNs and so better nurse to patient ratios, such as 
the critical care units, or where patients were cared for in their own homes such as in 
community placements, appeared to have fewer constraints that could impact on getting to 
know the individual and nurse them with compassion. However, some complex care medical 
wards were described by students as so busy that time constraints arose in terms of being 
able to provide all the required care. Students also described these areas as having staffing 
problems and that teams did not appear to get on well together or there were high levels of 
staff turnover. They referred to these placements as places they would not want to get a job 
when they became RNs. It must be noted however, that not all surgical, day surgery units, 
or medical wards left the students with these impressions of ‘MacDonaldisation’ or 
‘busyness’, or that they expressed that all other placements were free of constraints on time 
to get to know individual patients. The student interview data demonstrated that time 
constraints wherever they existed, created an atmosphere of individual and team 
dissatisfaction and distress, impacting negatively upon support for compassionate practice. 
Time constraints have been shown to impact negatively on team cohesion and thereby 
create atmospheres where staff feel dissatisfaction in their work (Burtson and Stichler, 
2010).
10.2.3 Constraints within the University environment
Students also identified another constraint on their socialisation in compassionate practice. 
They expressed concern about their University based education in relation to nurse teacher 
numbers compared to student numbers, and teachers having the time to treat student
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nurses as individuals within the University environment. They described having good 
relationships with their teachers, particularly their Personal Tutors whose role was to provide 
pastoral support to them as individuals, but that they were also aware that these University 
staff had so many students it was not always possible for teachers to have the time to 
thoroughly explore individual student concerns, a finding recognised within research into the 
nurse teacher experience (Gui et al. 2009). Students also identified that much of their 
learning took place in large lectures and that large group learning was difficult in terms of 
feeling able to disclose concerns and explore solutions to these concerns, they preferred 
smaller group sessions that enabled more meaningful discussion. Large cohort sizes were 
seen as depersonalising the teacher-student relationship, an outcome that affects student 
learning of complex skills such as empathy (Williams and Stickley, 2010).
Students appeared to believe that some student learning of complex emotional aspects of 
nursing, such as compassionate practice, could be better served through small seminar work 
but that these opportunities were limited:
There’s 120 (students) in each lecture group. Some modules have seminar groups 
which is really good, groups of 20 or 30 people. In a way I would like that all the time... 
if you are in a smaller group It’s easier to talk and interact with the lecturer. (P5)
These constraints within the University based component of their professional preparation 
for compassionate practice appeared of less concern to them than the constraints within 
practice, yet still appeared to be a concern within their overall socialisation experiences.
10.2.4 Supernumerary status
Students frequently referred to their supernumerary status as helpful in enabling them avoid 
the constraints faced by RNs but that when they became RNs and lost this status, they 
would need to ‘adapt and work differently’. Students could see the loss of being 
supernumerary could impact upon their compassionate practice but that they would ‘just 
have to learn’ how to manage:
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To be with that patient for that amount of time, just getting to know them first, which I 
know is nearly impossible (for RNs) but the one good thing about being a student is 
you are afforded that time... I accept that is a skill to learn, how to build a relationship 
with someone when you only can spend 5 minutes with them every day. (P5)
The students’ recognition that using limited time as a RN to maximise the individualisation 
and compassion in their practice was ‘a skill to learn’, demonstrates their uncertainty in 
actual strategies to manage time constraints. They did not identify strategies that could 
facilitate compassionate practice within limited time constraints and so this uncertainty 
persisted as a ‘skill to learn’, without role modeling available from RNs to show possible 
solutions to this concern.
10.2.5 Restructuring pressures
Within the UK healthcare environment of economic constraints, healthcare services are 
subject to restructuring in an attempt to improve cost-effectiveness. The student interview 
data demonstrated that students were concerned about service restructuring and how it 
could be good if it improved patient services but that ‘changes’ also put pressure on RNs to 
adapt and keep on top of new ways of working. Students identified that many nursing 
services were being reconfigured and this put pressure on the RNs to care for patients with 
conditions they may not have cared for before, and students were concerned for these staff 
in that further training may not be available to them:
It’s so busy and there are more people coming through the A&E department than there 
are beds available, so they had to relook at how they managed beds, and so they 
changed a lot of these specialised wards into acute medical wards. That was all very 
well in terms of managing beds but it meant that nurses didn’t get any extra specialist 
training, so from just looking after say heart patients, they were looking after multiple 
health problems and they didn’t know where to go really. (P8)
Students could see the added pressures related to restructuring made RNs vulnerable to the 
stress of change, and that this could put even further pressure on them, making their day to 
day work even more demanding. Students believed that restructuring pressures were 
outside RNs’ ability to control and added to the constraints on RNs and could therefore
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impact upon their quality of nursing and compassionate practice.
10.2.6 Litigation fears
One further substantive code was identified in relation to constraints on compassionate 
practice, the fear of litigation. Student nurses spoke of this as being a distinct fear, separate 
from the pressures of accountability as a RN, and thereby a separate emotion to manage 
within day to day nursing practice. Such emotions linked to staff perceptions of safety have 
been shown to impact upon the overall emotional well-being of staff (Smith et al., 2009). 
Students were aware of a personal risk associated with making a mistake and being taken to 
court or ‘sued’ and that they could end up ‘being the next nurse on the front page of a 
newspaper’. They understood the importance of high quality nursing and ensuring the care 
and safety of their patients, yet were also aware of time and resource constraints that could 
expose them to the risk of litigation. This fear of litigation was very real to them in what they 
saw as an expanding culture of ‘seeking compensation from the NHS when things go wrong’ 
and needing to protect themselves;
You know about suing and compensation and stuff, you have to have your wits about
you. (P6)
The fear of making mistakes was not just expressed in terms of personal consequence. The 
students identified they would ‘feel terrible’ if they ever did something that caused harm to 
someone in their care. However, they also acknowledged they were human and mistakes 
can happen. This fear of litigation was seen as a real threat and so they ensured they 
‘covered their backs’. They made the link between the RN focus on paperwork and fear of 
litigation, alongside paperwork being required for communication of patient care. They 
understood that recording all nursing activity in detail and taking time filling out ‘endless risk 
assessments’ was essential to protect themselves against being sued several years down 
the line, stating ‘unless it is recorded it didn’t happen’:
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Say something has gone to court about something you did three years ago, and how 
can you remember what you did three years ago? It can put you off the course 
altogether. (P15)
These fears were of great concern to all the students and they identified that the impact of 
them was more paperwork and a reduced time and opportunity for compassionate practice. 
The placement experiences however did not always provide them with solutions to manage 
these concerns and so the students were left with a further sense of vulnerability.
10.3 Identifying the impact of leadership on constraint management
The second selective code within the conceptual category of challenging constraints was 
related to the practice leadership students experienced within their placements. The 
student interview data provided many examples of the importance of leadership and 
following open and in-vivo coding, these experiences became a single substantive code 
that through further analysis became the single selective code: identifying the impact of 
leadership on constraint management. The students recognised that an individual 
placement’s philosophy toward student nurse education, such as upholding their 
supernumerary status to have time for learning and seeing the student as an individual 
within the team, was a positive factor in their professional preparation for compassionate 
practice. However, students expressed that in some placements the leadership and 
management of the staff in order to cope with the many pressures on RNs and 
constraints to compassionate practice, resulted in students’ not feeling valued and seeing 
themselves as HCA replacement workers rather than RN ‘learners’:
If, for example, there was something going on with injections I can’t go because 
another patient in the corner needs a commode or I need to take her to the toilet and I 
have to do that. (P4)
Students identified that the quality of the leadership varied greatly between placements and 
that some leaders were more able to create an environment that was conducive to 
compassionate practice, and a sense of trust and teamwork. Practice-based leadership for
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learning has been identified as under-developed in the U.K. and yet it is essential for 
meaningful student experiences (O’Driscoll et al., 2010). Students’ accounts of placement 
experiences supported this notion:
The organisation by the leader made the ward work... but if they (ward manager) are 
not organised and they don’t manage stress very well, then that permeates throughout 
the ward. (P12)
Where there were ‘effective’ leaders, students identified there were usually enough staff and 
that staff tended to care about each other as well as patients and students, thereby 
encouraging compassionate practice. Staff turnover and staff sickness was less in these 
placements and so the numbers of patients to each member of staff was greater, and the 
individualised attention students received promoted their learning. Students could see some 
ward leaders having ‘office days’ and ‘on the floor’ days and the leader’s engagement in 
‘nursing activities’ enabled students to feel that the leader was still ‘in touch’ with what went 
on:
I loved it. It was the best ward I’ve ever been on. The whole team, they just clicked... I 
felt part of the team straight away. But the manager was really good; like she taught 
me everything... she was so supportive and lovely that it really made the experience 
good. But my last ward I was on the manager wasn’t in a lot and she was more ‘office 
work’. She wasn’t on the ward a lot and no one knew what they were doing really... I 
think that’s a shame because on the last ward not many of the staff stayed with 
patients, they just got the work done. (P3)
The students recognised an association between the leadership in the placement setting the 
‘emotional tone of the ward’ and whether the staff and patients were valued as individuals 
and therefore whether the work was organised as task-centred or person-centred (Smith, 
1992, O’Driscoll et al., 2010).
Students could see some leaders did not appear to have any control over the constraints 
that could reduce the quality of their patients’ care or the staff experiences:
Pressure, like the patients being discharged and waiting for the ambulance and then 
you get the bed manager ringing you saying we need that bed and the patient isn’t 
really fit enough to go to the discharge lounge... everyone tends to get more stressed 
around you. (P2)
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Ward managers would not always challenge the constraints on high quality care and the 
result would impact upon both patient care and the staff morale:
I think it comes from the management. There is a lot of pressure on them to get the 
beds, and (named a different placement) was always shut with D&V, and when it was 
opened it had this mass clean out to clear it, and then took patients less than 24 hours 
later only to be shut when someone got D&V again. I think the staff just thought ‘you 
don’t give us long enough to contain It’, but they just opened it got more patients in. 
(P2)
Students could see that getting leadership right could improve practice and cascade down 
high quality nursing such as compassionate practice to all members of the team:
If you’re a Staff Nurse you look up to your Sister or your Ward Manager or even the 
Matron, and they are the ones that need to be portraying the correct image, the correct 
ways... that’s how I think it will pass on. (P3)
Students' concerns about their experiences and observations of leadership that could 
support compassionate practice within placements reflected findings relating to the 
importance of nurse leadership, as previously discussed (Smith, 1992; Burns and Patterson, 
2005; O’Driscoll et al., 2010; Gallagher and Tschudin, 2010).
10.4 Student strategies for managing concerns about constraints
Witnessing poor quality care was of great concern to the students and students recounted 
several strategies that helped them safeguard their patients, their colleagues and 
themselves, and thereby cope with their concerns. Some of the strategies needed to be 
carefully considered as the students were aware that ‘criticising’ RNs was unacceptable 
because the students were not qualified and they were also reliant on their RN mentors for 
their assessment in practice and therefore their successful completion of their nursing 
programme. For these reasons the students developed strategies that one participant 
referred to as being ‘cute’ about it.
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and several
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of these were brought together into the selective code ‘student strategies for managing 
concerns about constraints’ (figure 18). Each of these substantive codes within this 
selective code is discussed below.
Strategies to manage 
constraints
Resisting 
conforming to 
constraints and 
moral courage
'Belonging' and 
manintaining 
high quality 
care after 
qualifying
Using 'outside' 
help and good 
role models
Challenging 
constraints 
irrespective of 
practice area
Figure 18. Substantive codes within the selective code ‘Student strategies for managing 
concerns about constraints’
10.4.1 Resisting conforming to constraints and moral courage
Students were quick to stress that they did not intend to conform to constraints or relinquish 
their ideals but that challenging constraints took courage and required knowing what the 
correct practice was. They saw conforming to constraints such as taking short-cuts as a first 
step to providing care that took risks and was of poor quality, and most students stressed 
they would not do that because it could have a negative impact upon their patients:
If something is going to be bad for the patient then I won’t do it. (P6)
However, the students’ also acknowledged that during their professional preparation they 
were not always sure they had the knowledge and confidence to recognise what was not 
best practice. As students, they were in the early stages of the novice to expert continuum 
so making it difficult to be agents of change (Benner, 2000) and feeling able to challenge 
constraints. They expressed that it was only when they had confidence in their learning that 
they felt able to challenge practice:
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I had a bit more experience and I could say look I think this is happening, because I
could recognise it, so it is easier if you can back it up with some evidence. (P5)
However, challenging practitioners required moral courage (Corley, 2002), particularly where 
their mentor was the RN who they wanted to challenge. The students understood that by 
challenging their mentor or another RN they were making themselves vulnerable to getting in 
their ‘bad books’. This might then impact on them personally as the student needed the 
support of the RN mentor if they wanted ‘to get signed off’. They knew that they were ‘just 
passing through’ the placement (Melia, 1987) and that challenging staff could impact on their 
acceptance into that team for the duration of that placement:
I think there is some bad practice out there and as a student you’re that vulnerable.
You might choose to be like them just to fit in the group. (P3)
Students have been shown to not want to ‘rock the boat’ through challenging and that 
conforming to practice expectations may sometimes be seen by them as the safest option 
for managing their immediate future (Randle, 2002; Levett-Jones and Lathlean, 2009). 
Students expressed awareness of this need to conform as a strategy for their own survival, 
indicating that the dual role of a RN mentor as teacher and assessor may add to the 
constraints on a students’ learning. It would take moral courage to challenge such 
constraints and students appeared vulnerable to relinquishing compassionate practice 
intentions in order to ‘fit in’ and be successful in their practice assessment.
Acceptance of constraints and forbearance to life’s challenges has been associated with 
lower levels of burn-out among nurses. Gustafsson et al. (2010) identified a correlation 
between qualified nurses experiencing high levels of stress and a strong sense of 
conscience, with a perceived lack of support. They also found that nurses who had an 
outlook on life based on forbearance towards oneself and others, in relation to both failures 
and achievements, had better emotional health. Despite using self-reporting questionnaires 
with their 20 ‘stressed’ participants and their 20 ‘not stressed’ participants, and 
acknowledging the potential for socially desirable answers through self-reporting (LoBiondo- 
Wood and Haber, 1998), they suggested from their research that nurses need to be enabled
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to recognise their own limitations in what they can influence. By doing this the study 
suggested nurses would be better able to work within stressful environments without it 
resulting in harm to their emotional well-being (Gustafsson et al., 2010).
10.4.2 ‘Belonging’ and maintaining high quality care after qualifying
Students also looked beyond their current student status to future pressures and recognised 
the on-going need to conform to practice constraints upon qualifying in order to become 
‘accepted’ by the organisation and ‘belong’ to the practice team they would join (Levett- 
Jones and Lathlean, 2008). Such findings have relevance not only to student nurse 
socialisation in the UK but also to RN socialisation in other countries. Feng and Tsai (2012) 
have shown that RN socialisation in China faces similar challenges and constraints, with the 
‘professional values of patient orientated nursing care’ clashing with the ‘organisational 
values of task-orientated nursing’ (Feng and Tsai, 2012: 6). Organisational cultures can 
impact upon the philosophy of care among staff within an organisation and upon how an 
individual views their own role within an organisation.
However, the students expressed the desire to maintain professional values and ideals as 
they understood these promoted the best quality practice, yet at the same time they were 
uncertain of how this might be achieved:
It might be easier when you qualify and more difficult. You want to fit in when you 
qualify and you don’t want to go into you new job and just start trying to change 
everything. It will cause problems but at the end of the day the patient is the most 
important and you are supposed to be their advocate regardless of ‘fitting in’. I 
suppose it might be really difficult getting a balance between doing what Is right for the 
patients and what is right for you. (P14)
The need to ‘belong’ to a practice team has been identified within previous research where 
student nurses believed that only when they belong they can access the support they require 
for learning, so belonging serves a dual purpose of making students feel valued and 
enabling their learning (Levett-Jones and Lathlean, 2008).
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However, the student interview data also provided examples of when students had 
challenged poor practice or constraints to compassionate practice, and the experience had 
been a positive one, reinforcing their belief that they could do so again in the future:
I felt good after, just for the patient really. She seemed happier. But at the time when I 
first said it I thought ‘why did I just say that’ (laughter) you know, ‘they’re going to hate 
me’ but they were fine about it, like ‘I ’m glad you did say it’. (P3)
Students believed that if they really wanted to as future RNs and leaders, they could 
maintain compassionate practice standards against constraints but that this would require 
careful management, hard work and passion:
When I qualify it won’t happen like that... I will get a manager’s job and my own ward 
and make sure it was good... It depends how passionate you are about it. I just think, 
once I get there, once I qualify, I won’t be doing that... if you see something that you 
don’t like you need to challenge it. (P10)
Students also identified strategies for challenging constraints to providing high quality 
nursing that were more subtle. In order to balance the acceptance by their practice team 
and challenging what they saw as poor care, the students used less direct challenges such 
as making excuses, not taking part in what they considered to be unsafe approaches to 
care, or playing dumb and suggesting they may have heard of an alternative way to practice:
Improper lifts, using sheets instead of slide sheets... I play dumb. I say ‘shouldn’t we 
use them things, the slide sheets’ or I say ‘I ’ve got a bad back and I tried that last time 
and so is there any other way we can do this’. (P5)
For the students, these ‘acting’ strategies amounted to a less confrontational approach to 
identifying where care could be improved so they could survive the placement assessments 
at the same time as not taking part in what they believed were poor practices.
10.4.3 Using ‘outside’ heip and good role models
Students expressed that they had limited power over constraints on compassionate practice 
due to their ‘junior position’ within the hierarchy in practice placements, and looked to 
‘outside’ help for strategies so they could learn how to resist picking up ‘bad habits’
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themselves, relying on good role models to Intervene and show them the way (Donaldson 
and Carter, 2005). The students used a strategy of passing their concerns onto a more 
senior person, such as Informing senior practice staff. Personal Tutors and practice based 
education staff, when they were really concerned about patient or personal safety Issues:
It was things that I had observed in practice that i wasn’t happy about... it was 
something that wasn’t nice to be exposed to as a student because it couid easily rub 
off on you and soon become ‘normal’ practice, but i came back (to University) and 
spoke to the relevant tutors and sort of tackled it in a different way. (P8)
One strategy to manage time constraints on compassionate practice was to look at how 
‘good’ role models managed their time, as seen within the Donaldson and Carter (2005) 
research. Students valued the RN role models within their placements who practised 
according to what the students understood as professional ideals, not letting constraints 
force them Into practising In any other way. Students saw some staff who role modelled 
non-acceptance of time constraints and in so doing appeared more able to engage in 
compassionate practice:
She says the drugs round will take me as long as it takes me... She doesn’t just say 
‘there you go Mrs X ’, she puts the pot down, empties them out and explains what they 
are for... but these things do take time don’t they?... i liked it that she said no matter 
what, she’d do it that way. (P10)
One male student Identified the Importance of a male role model who appeared to challenge 
constraints through hard work and multl-tasking, and expected this was something that he 
could also learn to do:
He would manage the entire ward at the same time as doing a bay, having 
conversations here there and everywhere. He was absolutely amazing. I was tempted 
to ask him ‘how do you keep up with ail this’. I think I would have expected the answer 
to be that you simply get used to it... He was multi-tasking basically which was 
amazing because he was a man (laughs)... it Just proves to me I can actually do it. 
(P11)
Although the strategies for managing constraints were not always evident within the 
students’ accounts of their experiences, just exposure to some RNs who did not relinquish 
their professional ideals and managed to challenge constraints was sufficient to give 
students hope for their own future. Seeing some RNs could ‘overcome’ constraints gave
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students hope they could too. One strategy they witnessed was seeing some RNs making 
best use of the time they had in direct patient contact, so that they could still provide 
compassionate nursing, and this showed them compassion was possible even with limited 
time. This finding has been shown in previous research within Day Surgery, where fast 
throughput of patients was thought to impact upon time for individualising care (Mottram, 
2009).
Several students explained learning ‘opportunistic’ strategies in order to engage in 
compassionate practice:
I try and identify what would be a good opportunity, like taking out a cannula, when you 
can hold their hand and start talking to them. You can take your time taking out the 
cannula and ask ‘how do you feel?’... when you are writing your notes to do it at the 
bedside and I think that would be quite a good move forward so nurses get to know the 
patients... taking the opportunity to simply hold their hand, you know, is compassion.
It’s these tiny things that make a difference. You don’t really need a long time really; 
you can do it in small little increments and make a big difference for patients... You 
need to be opportunistic really. (P11)
Students also identified that new developments in nursing practice were being introduced all 
the time and these could create new constraints on compassionate practice as a RN. An 
example of this was that some practice placements would be introducing electronic nursing 
documentation, so nursing ‘paperwork’ would have to be completed at a central computer, 
requiring RNs to work further ‘away from the bedside’. This ‘distancing’ of RN work away 
from patients concerned the students in terms of another constraint to getting to know their 
patients when they became the RN.
10.4.4 Career choices as avoidance of constraints
Students believed that by selecting specific employment when they qualified could enable 
them to manage the constraint of time pressure, to work in areas where one to one care, or 
more time with patients, was possible. This selective code had many similarities with the 
earlier student strategies for managing concerns about their RN role (section 8.6). They saw
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selection of specific RN career choices as enhancing their opportunities for compassionate 
practice. Avoiding or selecting specific specialities in nursing was therefore a strategy 
students intended to use to manage the impact of constraints upon compassionate practice, 
a strategy recognised as impacting upon job satisfaction among RNs (Shaver and Lacey,
2003). Identifying the ‘busyness’ of an area was one strategy for choosing a more fulfilling 
future in nursing;
I feel theoretically we are told to spend time with our patients to build that relationship 
but this is different to what I see in practice, there is no time... So I don’t know how it 
will be when I qualify, it depends on where you are working... working in an ITU or 
HDU you have less patients compared to a medical ward where you’ll run helter- 
skelter. (P13)
Student uncertainty in whether they would be able to challenge constraints in some practice 
areas left students expressing the need to consider choosing future jobs where the 
constraints would have minimal impact upon their ability to quality of nursing practice to 
which they aspired.
10.4.5 Challenging constraints irrespective of practice area
Students also suggested that constraints could be challenged wherever they occurred, that it 
did not have to rely upon choosing a specialist pathway, but that this relied upon having 
knowledge, confidence and courage. For example, students expressed that it took 
confidence and courage as a RN to insist on more qualified staff so nurses had more time to 
spend with each patient, to not discharge a patient too early, to reconsider priorities, to work 
smarter by grabbing opportunities to talk while ‘doing other things’ such as doing a blood 
pressure or taking out a cannula, and to focus on the person in the patient rather than the 
nursing tasks such as paperwork. Students identified that they would have to learn how to 
be ‘cute’ about the way they managed their time, even in practice areas where time 
pressures and fast throughput of patients were commonplace:
I worked on day surgery and when I first got there I thought this is awful. I thought this
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is not going to be my kind of thing at all because you’ve just got no time; it was chaotic 
with people (patients) coming in and people (patients) going out. I thought, these poor 
people, it’s like they’re on a conveyor belt. Once I got used to doing the admissions 
myself, I thought actually you can build a therapeutic relationships... as long as staff 
haven’t gone off sick, or this that and the other, you can give them that time and 
manage a case load. You’ve just have to be very cute about the way you do it. (P12)
However, students also identified that challenging constraints was difficult and they ‘hoped’ 
they would be able to continue to practice according to the professional ideals. From the 
interview data, the students’ intentions to provide compassionate practice were clear; they 
just could not express clearly how these would be enacted within the reality of practice as a 
RN, probably because the role-modelling of managing constraints was variable among the 
RNs they worked alongside, again leaving them feeling uncertain and vulnerable.
Students could however explain how they developed strategies for managing constraints to 
their learning. They adopted approaches such as ‘showing interest’ but ‘not being too 
pushy’, following ‘hidden rules’ such as ‘getting the work done’ to become ‘accepted’ and 
then in return be given opportunities to learn, strategies recognised within previous research 
(Melia, 1987; O’Driscoll et al., 2010).
Students saw that if just a few people were prepared to ‘step up and say no’ that the 
professional ideal of compassionate practice might be enacted within the reality of practice 
constraints:
They go on about it in Uni so much and say this is how everything is done and like why 
we do it and you think, ‘why is nobody doing it in practice?’ That’s the thing that I 
didn’t get at first and like I said they’ve (RNs) got the bad habits again, falling into it 
after a few years of being out there and I think it is hard not to fall into that trap 
because it’s quick, it’s easy, it’s convenient. Its cutting corners and you can get things 
done quicker. But it doesn’t have to be that way, you need just a couple of people on 
that ward to step up and say ‘No’, this is how it’s supposed to be done for a, b and c 
reasons. (P3)
Students also expressed they hoped through reflecting and through remembering the 
professional ideal they would avoid the same fate when they became RNs. Time and again, 
the students emphasised that they intended to uphold compassionate practice in the face of 
time constraints, as being able to spend time with patients was why they wanted to become 
a nurse in the first place:
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It Is hard to say how I would do it (show compassion), when I have the medications, 
the dressings to do and to make sure all the HCAs have done all their things because 
the ward sister will be breathing down your neck, even if it is not something you do 
with all your patients every single day... I know who I am, I must spend time with my 
patients. I must do it... this is why I went into the nursing profession. (P13)
Students identified that constraints may increase as they progressed through their future RN 
careers and so it was important to prepare for changing expectations in order to hold onto 
professional values:
It’s going to be difficult in the sense that as you go up the ladder there are going to be 
other things thrown at you and your stress levels are not going to decrease, they’ll 
increase... So I think for me it’s always better to keep reminding myself of those 
values. You know that they are there and you know that it is in your code of conduct 
but forme it is about keeping revisiting those (P8).
Students identified that as a RN they would need to challenge constraints to look after 
their patients and their staff:
Hopefully I will be assertive enough to be able to challenge some of these things in 
and get it right for everyone really, not just for the patients but for everyone really. (P8)
Students hoped to be able to challenge constraints and ‘survive’ the reality of practice.
10.5 Concluding discussion
Numerous open and in vivo codes were identified during the coding of transcripts and were 
brought together into substantive codes. Each substantive code was analysed and three 
selective codes emerged from the student experiences that identified and explained student 
concerns about challenging constraints to compassionate practice: identifying vulnerability to 
constraints; identifying the impact of leadership on constraint management; and strategies 
for managing concerns about constraints. From these three selective codes emerged one of 
three theoretical concepts grounded in the student experience data that explained student 
nurse concerns related to socialisation in compassionate practice and how they managed 
their concerns (Figure 19).
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Figure 19. Balancing intentions towards or away from challenging constraints to 
compassionate practice: third theoretical concept
It became evident within the students' experiences that they recognised the existence of 
constraints to compassionate practice within the reality of practice placements and had 
intentions to challenge them if possible. The core category of balancing intentions arose 
from consideration of the choices students were making during their socialisation. Their 
socialisation appeared to be a combination of interaction experiences from practice in 
placements, professional theory and their own personal lives that led them towards an 
intention to challenge constraints on compassionate practice or to relinquish the ideal and 
conform to constraints in order to survive the reality of practice constraints.
It was evident from the student interview data that they did not have clear strategies for 
managing constraints on compassionate practice and so felt vulnerable to these constraints 
and faced uncertainty in their future RN practice. They experienced dissonance between
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professional ideals and practice reality and were left balancing their intentions towards or 
away from challenging the constraints that might prevent them upholding the professional 
ideal of compassionate practice.
244
Katherine Curtis 2012
CHAPTER 11: 
INTEGRATION OF SUPPLEMENTARY DATA INTO THE DISCUSSION
11.1 Introduction
This chapter provides the peripheral view of student nurse experiences arising from analysis 
of three supplementary sources of data. As previously discussed, the three sources were 
teacher interviews, NHS staff survey data and NHS patient survey data; with all the NHS 
survey data collected and reported from within same geographical region as the students’ 
programme. Understanding from this data was captured in memos alongside the theoretical 
coding of the student experiences. In this way the student’s interview data remained central 
to the Grounded Theory, with the supplementary data contributing to the wider context within 
which student nurses experienced professional socialisation. This was acceptable within 
Glaserian Grounded Theory as the new understanding of student nurse socialisation in 
compassionate practice emerged through analysis of the student’s experiences and not 
supplementary sources (Artinian et al., 2009).
11.2 Findings and Discussion of the Nurse Teachers’ Perspectives:
‘Creating an unachievable utopia’
The supplementary data from Nurse Teachers were collected through in-depth interviews 
with five teachers actively engaged in the participants’ professional preparation programme. 
The data from five teacher participants (TP1 to TP5) were thematically analysed to provide 
broad descriptive themes reflecting their experiences of student nurse socialisation in 
compassionate practice. Findings from the nurse teacher interviews identified many of the 
concerns teachers had in relation to student socialisation and these were similar to those 
identified by the students. The themes arising from the nurse teacher data were
245
Katherine Curtis 2012
experiences of:
• changes and student uncertainty in the RN role within 21^ Century nursing practice
• constraints student nurses witness on nursing practice, RNs and on mentors, in 
relation to maintaining professional ideals
• constraints on nurse teachers in supporting student learning and defining the 
boundaries of students’ emotion management in compassionate practice
Nurse teachers expressed that the role of the Registered Nurse (RN) was changing and that 
within their day to day discussions with students, they found that students felt confused 
about the expectations of Health Care Assistants (HCAs) and RNs. The teachers expressed 
this concern as:
I think we need to decide which way we are going to go as a profession, either we 
(RNs) want to deliver individualised holistic care and we say it is so important to us we 
want to do it, then there has to be something that enables us to do It everywhere, not 
just in small pockets. Or we say actually this Is just not achievable and we stop 
striving towards it because it’s not achievable. I’m not sure as a profession we know 
which side of that fence we want to be on yet. (TP2)
Teachers felt that the Nursing Profession needs to define what a RN does. This confusion 
was not new as Melia (1984) had previously alerted nurse educators to the need for 
changing concepts of what nursing is. In 1987, Melia’s exploration of ‘Learning and Working’ 
in relation to student nurses’ occupational socialisation, identified the potential for a future re­
structuring of the nursing workforce. The new structure might comprise a reduction in the 
number of RNs alongside an enhancement of their educational preparation, producing a 
smaller number of ‘professional’ nurses with higher qualifications who manage individualised 
and evidence based nursing care. These RNs would manage nursing work through a mixed 
workforce, some of whom would be ‘trained nursing auxiliaries’ (Melia, 1987: 183). Melia 
acknowledged that nursing was vulnerable to such re-structuring because much of the 
difficulty in defining what nursing is lies within the ‘heterogeneity of the group that calls itself 
nurse’ and the breadth of expectations within nursing practice, from complex technical and 
psychosocial interventions to nursing ‘craft’ work to meet the day to day health and social
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care needs of people, such as hygiene and nutrition (Melia, 1987).
It is interesting to note that the 2012 structure of the UK nursing workforce with increasing 
numbers of Healthcare Assistants and fewer RNs has started to resemble the structure that 
Melia outlined above, and it could be argued that such a structure is being increasingly 
adopted to provide a more ‘economical’ workforce for the NHS within the current period of 
economic austerity (Regan and Ball, 2010) alongside the previous ‘compensation’ to practice 
settings for removing student nurses as a cheap workforce when Project 2000 education 
was introduced and students became supernumerary (Smith, 2012).
Alongside these changes, the numbers of RNs within the UK workforce is due to shrink at 
the same time as a growing demand on healthcare and nursing services from an increasing 
number of older people, people with long term conditions such as dementia, people with a 
disability, and the effects of obesity within the population (DH, 2006a). Future demands on 
the NHS will therefore need to be met by nurses working within a new framework for care 
and the role of the nurse will need to evolve to meet these demands (Stubbings and Scott,
2004). This new way of working will require the qualified nurses to ‘manage’ the provision of 
care by other carers such as Assistant Practitioners who are the new Foundation Degree 
students taking up Band 4 posts across the NHS, one banding lower than RNs (NHS 
Careers, 2012). However, there are many within the profession who feel uncomfortable 
with giving the responsibility of personal care to non-nurses and question the wisdom of the 
nursing profession for delegating these fundamental nursing activities to assistants.
The teacher interview data demonstrated that they were concerned about the increasing 
delegation by RNs of ‘nursing work’ to HCAs, essential care such as washing, dressing, or 
feeding, and that RNs were increasingly having to focus their limited time on administering 
medications, paperwork and ‘more complex’ nursing interventions. However, despite the 
pressures on RN time, the teachers expressed their belief that many RNs still wanted to 
provide the essential care and felt it enabled them to use skills in assessment and
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therapeutic relationship building. They also expressed that students needed to experience 
undertaking the essential care in order to learn how to manage these activities through 
delegation. Teachers were aware students were not sure whether their learning needed to 
focus on what HCAs or on what RNs did, in order to adequately prepare for the role of RN. 
These findings were very similar to the student interview coding discussed within 
‘Uncertainty about Role, Values and Ideals’, such as providing ‘personal care’ or spending 
time with patients, time pressures, and accountability. It could be argued that nurse 
teachers had discussed such concerns with their students, or that both the teachers and 
students were aware of the same policy drivers for delegation of some nursing care to 
assistants and the resource pressures that made this happen.
Nurse teachers appeared concerned about current practice constraints of reduced budgets, 
meeting NHS targets, ‘auditing everything’, and the increasing patients’ acuity within hospital 
and community environments with fewer RNs per patient. They saw this as impacting upon 
RN time availability, and the ability of the student to meet the standards of individualised 
care, taking time to talk and do the little things that made a difference as they had been 
taught within theory sessions. These findings from the nurse teacher interviews resonated 
with the student data discussed within Chapter 10, such as the constraints they identified 
that could cause student dissatisfaction and distress. Nurse teachers were aware that not 
meeting the professional ideal of compassionate practice could leave students feeling 
dissatisfied with nursing that in turn could result in them leaving the programme or later the 
profession. They identified the potential for distress due to dissonance between the taught 
professional ideals and the experienced practice reality:
They (students) know the quality, particularly of the psychological support of patients, 
but sometimes the physical care as well isn’t what they would hope for and they’ve got 
to carry that upset that they didn’t deliver the quality care that they’ve been taught in 
University (TP1)
One nurse teacher described the situation as presenting the students with an ‘unachievable 
utopia’. However, the teachers also felt they had to teach what the professional ideals were
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or the students would not know what to strive for. Teachers were aware that the practice 
setting was always changing and it was difficult for RNs, nurse teachers and the students to 
keep up with all the reconfiguration and restructuring of services, while managing the 
pressures of practice and programme. These teacher concerns resonated with many of the 
student concerns explored within the coding ‘Challenging Constraints'.
Nurse teachers acknowledged that to strive for the ideal is right but it is also important to 
acknowledge that nurses cannot always achieve the ideal. Teachers were aware that 
occasionally they present the ideal without strategies to manage when the ideal is 
challenged by constraints and difficult to achieve:
Fobbing them off with ‘well you did the best you can’ doesn’t really do it...but if they’ve 
got shift after shift after shift when they feel they are not delivering the care they’d like 
it all gets extremely difficult...I think we may be guilty of painting too rosy a picture. 
(TP1)
Teachers explained that some students came onto the programme with strong personal 
values while others needed direction, something they tried to achieve through their teaching. 
Again, this supported the student data. Although the students had expressed strong desires 
to uphold the professional ideal of compassionate practice, they had also explained how 
they learned deeper understanding of their patients through experiences, including taught 
sessions, such as how by running up and down stairs breathing through a straw they learned 
empathy for people with chronic lung conditions. Teachers also recognised that exposure 
to life experiences and individual student’s personal qualities impacted upon their values and 
intentions to provide high quality care to their patients, and that students needed to 
demonstrate the key qualities for compassionate practice:
I think (a good nurse is) a nurse that shows all the characteristics and qualities that 
patients expect. You know compassion, caring and sensitivity. (TP5)
Teachers explained that they taught the students about the importance of being 
compassionate, having empathy, the importance of individualised care and communication, 
taking time to talk, being respectful and honest, and demonstrating non-discriminatory 
practice. All these were components identifiable within the NMC standards for nurse
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education (NMC, 2010) and teachers explained these as requirements alongside the 
professional expectations of adhering to the NMC Code of Conduct (NMC, 2008).
However the teachers also acknowledged that University teachers had their own pressures 
and constraints to manage in relation to effective teaching of complex subjects such as 
values. They explained that the large student cohorts made the teaching of complex and 
emotive subjects difficult, particularly if there were not the staff and time resources to deliver 
such sessions in small groups, where more meaningful discussion could to take place. The 
teacher accounts resonated with those from the students:
We have massive numbers of students, masses... you can’t accommodate the 
teaching in a way that you’d want to. It’s alright doing big lectures but not everybody 
learns In that way. (TP3)
Nurse teachers expressed that they were facing their own constraints to teaching practice 
making it difficult for teachers to uphold their standards and professional ideals. They 
explained that student numbers were increasing and academic staff numbers were 
decreasing, making it more difficult to target teaching to individual student's needs, a similar 
challenge to that faced by RNs in individualising patient care. They stated that they felt the 
programme for nursing within the University sector did not appear to have as much value as 
other programme subjects, and that nurse teachers were themselves feeling professional 
dissatisfaction. Interestingly, the nurse teachers referred to ‘giving themselves to their role’ 
and ‘genuinely caring about the students’ without recognition from the University of the 
emotional impact this could have, a finding similar to that expressed within the coding of 
student interview data on the consequences of compassionate practice discussed within 
Chapter 9.
Nurse teachers were aware that students used a variety of strategies for emotional support 
during their professional socialisation and that talking with student nurse peers and Personal 
Tutors was important to students in making sense of their experiences. This resonated with 
the student data on the support they needed to manage the emotional consequences of 
engaging in compassionate practice. Teachers acknowledged that preparing students for
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the realities of practice would help them survive the programme and facilitate the transition 
into becoming a RN. Teachers identified that they can tell students they expect them to 
uphold the professional ideals they have learned when they qualify but they cannot always 
explain how they might achieve this. They acknowledged that they needed to give students 
more direction and tools to be resilient in the face of practice constraints.
It was interesting to note that the teachers believed the students hoped they would not 
become like some RNs they had seen in practice who had lost their compassion, but that the 
reality was that some might, and therefore they as teachers needed to 'bolster their 
transition' so the students developed the confidence to challenge situations that made their 
values change. The teachers hoped that once enough students qualified who had resilient 
ideals and aspirations for high standards of care that the situation might change:
I think we all have this kind of secret desire that this next batch of nurses will be the 
ones who will turn the tide. If we keep drip-feeding the message then suddenly there 
will be enough of them out there, If they haven’t been burnt-out by the reality; that 
things will change. (TP2)
Teachers felt they could try and support students with the emotional impact of 
compassionate practice but that saying they had ‘done the best they could given the 
circumstances’ was not always helpful. Just like the students, the teachers recognised the 
tension between being compassionate and maintaining personal emotional well-being. 
They believed that although there were many supportive RNs and mentors on placements, 
the students did not always get the emotional support they needed and it was difficult to 
define what the boundary of emotional engagement with patients should be in relation to 
compassionate practice.
Teachers expressed great concern for the role of the mentor. They reported how these RNs 
had the added pressure of teaching and assessing with little support for their mentor role 
from their managers or employing organisations. This was also a constraint that students 
identified, as discussed within Chapter Nine. Teachers were aware that students were 
exposed on occasion to poor standards of nursing practice and they tried to teach students
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to understand what made some staff behave the way they did:
They (students) have seen poor practice, so I ask them to think about themselves and 
I start with the premise that none of them will ever get disillusioned with nursing, feel 
fed up, feel tired, not want to get up in the morning, not want to go to work, have 
nothing in their lives that might impinge on their ability to perform at absolutely 100% 
all the time, and then I ask them to think what went wrong. Why is there poor 
practice? What is it about that practice is it the practitioner, is it the environment, what 
is it? I get them to explore what they are going to do. Not what they are going to be 
but how they will maintain their standards... They find it easy to condemn people but I 
think they need to figure out what is going on in that situation. (TP4)
Teachers explained that mentor quality varied in placements and they believed that this 
variable quality made the students feel vulnerable. They also saw leadership in practice as 
central to the students’ learning and the quality of care provision in placements, a finding 
similar to that within the student data. Teachers expressed that RNs in leadership roles had 
much more than just clinical care to manage, they had added pressures of budgets and 
audits, aspects of nursing that did not really exist for most RNs 20 years ago, ‘taking them 
away from the bedside’ and making it more difficult for RNs to pass on their nursing skills 
and knowledge directly to the students, a finding evident within recent literature (O’Driscoll et 
al., 2010; Smith, 2012).
The nurse teachers’ interview data strongly supported the findings from the student 
experiences. Many similar concerns to the students’ concerns were identified by nurse 
teachers, although the teachers’ solutions to these concerns were not clear. Nurse teachers 
could identify the need for greater student preparation in the reality of practice although the 
RN role was ill-defined, that constraints on RNs needed to be managed, although the 
challenges to achieving this within the current economic climate were great, and that 
students needed to maintain professional ideals and values in order to remain professionally 
satisfied and deliver compassionate nursing. The teachers also expressed that students 
required more support for ‘managing the emotional side of nursing’; the emotional labour of 
compassionate practice, and that student well-being was at risk if they did not have 
strategies to manage emotions.
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The nurse teachers also had concerns related to their own professional practice. They felt 
their own professional values were challenged by constraints within the Higher Education 
sector and they were not sure how they would put in place strategies to secure a future with 
sufficient time for individual students that would effectively support professional preparation. 
Nurse teachers expressed going through their own transition in recent years, from 
expectations of clinical teaching to a situation where University based teachers had very few 
practice encounters with patients in their day to day work. This has been described as one 
of the indicators of ‘an uncoupling’ of education from practice, potentially reinforcing the split 
between the two (Smith and Allan, 2010).
‘Efficiency’ is the buzz word within both the University sector and within the NHS (Audit 
Commission, 2010). Efficiency, much like ‘MacDonaldisation’, is not without its drawbacks in 
terms of quality and at the same time as efficiency requirements, greater expectations on 
student nurse education, RN practice standards and healthcare delivery for compassionate 
practice are being published (NMC, 2010; NMC, 2010a; DH, 2010a; DH, 2010b; DH, 2010c).
Through the use of memoing, the nurse teachers’ interview data contributed to the final 
discussion and demonstrated a high level of support to the student interview findings. Nurse 
teachers identified many similar concerns to the students’ concerns and had similar 
uncertainty relating to the learning and ongoing provision of compassionate practice.
11.3 Findings and Discussion of NHS Staff and NHS Patient Survey Data
The published Care Quality Commission (CQC) survey data from NHS staff and inpatients, 
from the same geographical region as the students’ placements, were also analysed. The 
NHS staff survey data for this region were taken from the 2008 published report (CQC, 
2009a) and several items emerged that provided support for the students’ accounts of their 
experiences and concerns. The staff survey posed opportunities for staff to rank their 
satisfaction with different aspects of their working lives, such as: the provision of clear
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working roles and responsibilities, how valued they felt by their work colleagues, and the 
extent they felt ‘work pressure’. The patient survey posed opportunities for patients to rank 
their satisfaction with different aspects of their inpatient experience, such as: did they feel 
they were treated with respect and dignity, were there enough nurses on duty to care for 
you, and did you have enough privacy when discussing your condition or treatment. It must 
be noted that the CQC surveyed multi-disciplinary NHS staff, and therefore the results for 
RNs as a separate group cannot be considered independently. The NHS inpatient survey 
data was taken from the 2009 published report (CQC, 2009b) and several items emerged 
that also provided support for the student experience data.
11.3.1 NHS staff survey data
The findings arising from the NHS staff survey for this geographical region demonstrated 
support for students’ accounts of their experiences and concerns. It must be noted that this 
geographical region achieved better scores on most items compared to the National 
average.
The data demonstrated approximately two thirds of staff did not understand their role and 
where it fits into their organisation. This is clearly similar to both the student and nurse 
teachers’ experiences of RN role confusion. The NHS staff data demonstrated that 
approximately a quarter of staff were not satisfied with the quality of patient care they were 
able to deliver, again a finding that resonates with students’ accounts of witnessing ‘poor’ 
care, and recognised by their teachers as practice standards not always meeting the 
professional ideal. Around half the CQC surveyed staff felt they had high work pressure; a 
fifth of staff reported work-related stress in the last 12 months; nearly two thirds of staff felt 
they did not work within a well structured team environment; and nearly two thirds worked 
extra hours. These findings resonate with the expressions of pressure on time for RN 
activities that students witnessed and they saw could impact upon the quality of patient care.
254
Katherine Curtis 2012
These findings highlight the concerns expressed by students about leadership in practice 
and how this impacted upon the practice environments, and particularly the time RNs had to 
talk to patients in order to empathise with them and engage in compassionate practice.
The implications of the staff survey data must be considered with caution as respondents did 
not just comprise RNs but included the entire NHS workforce in that region, HCAs, doctors, 
administrative staff and managers. However, overall it was apparent that the uncertainty of 
work roles resonated with student and nurse teachers' concerns about defining RN activity 
compared to that of HCAs. The dissatisfaction with the quality of care provided to patients 
resonated with the students’ experiences of ‘short-cuts’ and practice constraints. The high 
work pressures, work-related stress and working extra hours also resonated with RN 
vulnerability to practice constraints. The lack of a well-structured team environment also 
resonated with the students’ experiences of placements that lacked leadership for 
compassionate practice. This supplementary data therefore added support to the student 
experience. It appeared much of the students’ professional socialisation was taking place 
within a challenging practice environment, one that the NHS staff were also experiencing.
11.3.2 NHS inpatient survey data
The NHS inpatient survey findings for this geographical region also demonstrated support for 
students’ accounts of their experiences and concerns. The inpatient survey data only 
represented the experiences of adult inpatients, in other words the patients in hospitals, and 
so did not include data reflecting the community aspects of healthcare provision.
The inpatient survey demonstrated that over a third of patients felt there were not always 
enough nurses on duty to care for them, a finding that had clear resonance with the student 
accounts of constraints due to RN staffing. Nearly half of patients said they were not always 
involved as much as they had wanted to be in decisions about their care and treatment, a 
finding that implies their individual needs had not been identified to an extent that they felt
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‘cared about’. More than half said they could not always find someone to talk to about their 
fears or worries and so they did not feel their suffering was recognised or relieved, resulting 
in a lack of compassionate practice. Over a fifth of inpatients said they were not always 
treated with respect and dignity, a finding that again resonated with some of the practice 
witnessed by students.
Overall, the reported patient concerns about not enough nurses available to care for them 
resonated with the students’ perceptions of RN ‘busyness’ and time pressures. The findings 
supported the students’ experiences and concerns about challenges to individualising care 
for compassionate practice. The patients’ perceptions of not always being treated with 
respect and dignity also resonated with some students’ experiences of ‘rushing’ or 
‘MacDonaldisation’ of nursing.
11.4 Summary
The NHS staff and patient survey data and the nurse teacher experience data provided a 
broad peripheral view that supported the findings from the student experience data. Nurse 
teachers had concerns about the uncertainty in RN role expectations, the support for the 
emotional labour of compassionate practice, and the dissonance between professional 
ideals and the ability to engage in compassionate practice within the reality of the NHS. The 
NHS patient and staff surveys both indicated that resources for RNs to spend time with 
patients were limited and the roles within healthcare provision were not well understood. 
Although these supplementary sources of data did not directly contribute to the new 
Grounded Theory on student socialisation in compassionate practice, they provided 
opportunity for discussion of the wider context within which the students were learning to 
become a Registered Nurse. These discussions are further developed within Chapter 12 in 
relation to the implications and recommendations for nursing practice and nurse education.
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CHAPTER 12: 
FINAL DISCUSSION, IMPLICATIONS, RECOMMENDATIONS and CONCLUSIONS
12.1 Introduction
Within this final chapter the experiences, concerns and concern management of student 
nurses and a new Grounded Theory of socialisation in compassionate practice are 
presented and discussed. The implications of this new understanding of student 
socialisation in compassionate practice are explored in relation to nurse education, nursing 
practice and nursing research.
Within the UK, there are clear requirements for compassionate practice identified through 
professional regulation (NMC, 2008; NMC, 2010) and government directives (DH, 2008b; 
DH, 2010b). To be treated with compassion is an expectation of those accessing healthcare 
and reports identifying a lack of compassion within some UK nursing provision, from 
independent agencies such as The Patients’ Association (2009 and 2011) as well as from 
government funded reports (DH, 2010d; Care Quality Commission, 2011), have moved the 
issue of improving compassionate practice within all nursing services towards the top of the 
NHS development agenda.
Alongside government and independent sector concerns about a ‘lack of compassion’ in 
nursing, there have been sensationalist press releases from both tabloid and broadsheet 
newspapers, indicating that a lack of compassion and respect among nurses should lead to 
these nurses losing their jobs (The Daily Mail, online 29^ February, 2012), and that the 
‘wrong people’ are entering nursing with an increasingly academic expectation in nurse 
education meaning nursing is losing ‘its caring ideals’ (The Daily Telegraph, online 10*^  
January 2012).
257
Katherine Curtis 2012
The new Grounded Theory of socialisation in compassionate practice does not support such 
views and indicates different reasons for why nurses might not always engage in 
compassionate practice. Nurse education is undoubtedly part of the story as my exploration 
of student socialisation and their subsequent balancing of intentions has shown, but it is not 
‘who’ is becoming a nurse or the ‘academic’ level of their education that underlies this 
problem, it is the experience of dissonance between professional ideals and what can be 
realistically achieved within the reality of a target driven and under-resourced NHS. This 
dissonance creates uncertainty and vulnerability and leads to student nurses balancing their 
intentions towards or away from engaging in compassionate practice as a Registered Nurse 
(RN). Without understanding and then addressing this balancing of intentions, future 
generations of RNs will enter professional practice wanting to engage in compassionate 
practice according to professional ideals but face uncertainty in how to manage the 
challenges on compassionate practice that they experience within the reality of nursing.
Compassionate nursing practice involves taking time to engage and to empathise with the 
people who are accessing nursing services, recognising and trying to understand their 
individual suffering and needs, such as suffering thirst and needing a drink, suffering distress 
and needing comfort, or suffering loneliness and needing company; and then attempting to 
meet their needs and thereby relieve their individual suffering (von Dietze and Orb, 2000; 
van der Cingel, 2009). Many factors influence a student nurse’s professional socialisation 
and for several decades nurse researchers have tried to understand their experiences, with 
numerous studies identifying that students struggle during their preparation to become 
nurses (Melia, 1987; Smith, 1992; Mackintosh, 2006; Mooney, 2007; Murphy et al., 2009).
Socialisation in compassionate practice requires understanding and learning the values and 
behaviours associated with what it is to be a RN and the role of the RN in relation to 
compassionate practice. Compassionate practice requires overcoming the challenges and 
constraints on time for getting to know patients as individuals and understand their suffering. 
Compassionate practice also involves inducing or suppressing emotions through surface
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and deep acting; engaging in emotional labour. The complexity of emotional labour and the 
challenges to individualised care for compassionate practice have left many nurse leaders, 
nurse educators and RNs unable to identify what should be expected within the RN role in 
terms of a ‘realistic’ expectation. If the profession of nursing is itself unsure, then it must be 
asked how students can be expected to become professionally socialised. However, if the 
nursing profession is to prepare the next generation of RNs according to Department of 
Health and Nursing and Midwifery Council expectations, solutions need to be found that will 
facilitate and maximise socialisation in the knowledge, skills, and values that underpin 
compassionate practice. It has been expressed by the nurse teachers within this study that 
compassionate practice is currently an ‘unachievable utopia’. However, I suggest that new 
understanding from my research provides opportunities for improved student socialisation 
and thereby can enable strategies and recommendations to be implemented so that 
compassionate practice can become realistic and achievable.
12.2 Answering the Research Questions
The data from the student interviews explores socialisation experiences in relation to 
compassionate practice, exposes students’ concerns, and exposes how they manage these 
concerns. Analysis of these data provides a new Grounded Theory on student nurse 
socialisation in compassionate practice.
Students have concerns that their experiences of nursing practice differ from their 
expectations when they commence the professional preparation programme and from the 
expectations they learn about from nursing theory. Students witness diversity in the 
interpretation of the RN role that leaves them feeling ‘uncertain of what is expected’ of them 
when they become a RN. They have concerns about how they might deliver the 
professional requirements of compassionate practice when they can see the RN role 
requires many activities that take place ‘away from the bedside’ and ‘time for talking to
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patients’ appears limited. However, they also witness some RNs in roles where they 
manage to spend time with patients, getting to understand their fears and worries and 
empathising with them, being able to relieve their suffering, and in doing so upholding the 
professional practice ideal of compassionate practice. Students experience dissonance 
between professional ideals and practice reality and manage this dissonance through 
balancing their intentions towards seeking future RN jobs where the RN role can achieve the 
professional ideal of compassionate practice, or accepting that they may need to 
compromise the compassionate practice ideal in future RN roles or even leave the 
profession if they become disillusioned with the reality of RN practice.
Students also express concerns about the consequences from engaging in the emotional 
labour of compassionate practice. They explain how they ‘wear a mask’ or ‘suppress’ their 
real feelings for the benefit of their patients. They explain how they want to be ‘genuine’ and 
how by emotionally ‘connecting’ to their patients the patients ‘feel valued, respected and 
cared about’ and that emotionally connecting with patients and being able to demonstrate 
compassion can also have a positive impact upon the students’ job satisfaction, feeling they 
had ‘made a difference’ and been a ‘good nurse’. However, students also experience the 
emotional effort involved, where they needed ‘to give a bit of themselves’, and express that 
this leaves them feeling tired and vulnerable, uncertain of what the ‘acceptable boundaries’ 
of emotional labour are. They want to be ‘true’ to their own emotions and yet feel their own 
emotional well-being is vulnerable when they become loo emotionally involved’. They 
experience dissonance between the professional expectations of engaging in 
compassionate practice and the lack of support for the emotional labour involved, and 
manage this dissonance by balancing between intentions towards engaging in the emotional 
labour required for compassionate practice and setting emotional labour boundaries to 
protect themselves.
Students also have concerns about organisational constraints on compassionate practice. 
They experience constraints in the form of time pressures and RN role pressures, targets for
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fast throughput of patients, fear of litigation and service restructuring, and express concerns 
that these challenge the engagement of RNs in compassionate practice. They express that 
challenging such constraints may be required if they are to engage in compassionate 
practice as a RN but that some RNs’ have conformed to the constraints in order ‘to survive’ 
practice reality. Students experience these concerns as dissonance between the 
professional ideal of ‘taking time to do the little things that make a big difference to patients’ 
and the organisational pressures on RNs that make meeting this ideal difficult. Students 
manage this dissonance between professional ideals and practice reality through balancing 
intentions to challenge constraints to compassionate practice and intentions to survive the 
reality of practice through conforming to constraints.
12.3 A New Grounded Theory of Student Nurse Socialisation in 
Compassionate Practice
A new Grounded Theory on student nurse socialisation in compassionate practice emerged 
from the student data (Figure 20). Giaserian Grounded Theory had allowed exposure of the 
students’ concerns related to their socialisation in compassionate practice and how they 
managed these concerns. Through the iterative processes of coding, constant comparisons, 
theoretical sampling, further coding, constant comparisons and theoretical sampling, and by 
trusting in emergence, a core category was identified that had theoretical sensitivity to all the 
data. The theory demonstrated a close fit between categories and data; it had relevance in 
that it allowed core concerns and social processes to emerge from the data; it worked in 
that it was able to explain what was happening and how participants resolved their concerns; 
and it had modifiabllity in its potential for further development; all essential criteria for 
theoretically sensitive Glaserian Grounded Theory research (Glaser, 1992:27).
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The theory stands alone and is readily understandable to social scientists, students and 
significant laymen. It has a logical structure and sequence. The socialisation theory enables 
predictions and explanations to be made of student nurse behaviour and can be used in 
practical applications.
Student nurses have interactions with others that shape their socialisation in compassionate 
practice; interactions from their personal life, from within the University, and from placements 
within the practice setting. Students derive meanings from these shared interactions that are 
experienced as dissonance between the professional ideal of compassionate practice and 
the practice reality. This dissonance leaves them feeling uncertain of RN role expectations, 
emotionally vulnerable, and managing their concerns about compassionate practice 
constraints and challenges through balancing intentions towards or away from engaging in 
compassionate practice when they become a RN. Students are left balancing intentions to 
uphold the professional ideal of compassionate practice or to relinquish it in order to survive 
within the reality of 21^ Century nursing practice
Student nurse socialisation in compassionate practice within 21^ Century professional 
preparation involves managing dissonance through balancing intentions. Balancing is 
usually associated with positive images such as a healthy work-life balance. However, 
balance also entails the potential to tip one way or another, a potential to become off- 
balance and an active struggle to regain that balance (Lipworth et al., 2011). A struggle to 
balance invariably entails effort and perpetual effort can be exhausting. It could be argued 
that by balancing intentions, student nurses are trying to control their vulnerability and feel 
empowered to choose ways of practising. However, balancing intentions as expressed by 
student nurses does not demonstrate a sense of empowerment and choice but rather it 
indicates their strategy for managing their uncertainty and vulnerability. Professional 
socialisation is leaving students expressing concern that they may be unable to practise 
according to professional ideals, due to the constraints within the practice reality they 
witness around them. Balancing priorities and multiple demands is a recognised strategy in
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coping with the day to day pressures of RN practice (Hallin and Danielson, 2007) and 
student nurses demonstrate balancing as their strategy for managing their concerns about 
the day to day pressures of their future RN role in compassionate practice.
This new understanding of student socialisation in compassionate practice provides 
opportunities to explore whether the professional idealism of compassionate practice is 
realistic within 21^ Century nursing and whether new strategies in nurse education and 
nursing practice might reduce the uncertainty and vulnerability of students, and better enable 
intentions towards engaging in compassionate practice.
12.3.1 Is the professional ideal of compassionate practice realistic?
In order to consider this question, it is important to outline who will be the RNs of the future, 
where the expectation for compassionate practice as a professional ideal comes from, and 
whether the pressures within a 21^ Century NHS are conducive to compassionate practice.
Student nurses are recruited from within many different cultural, religious and ethnic groups, 
and from across a wide age and experience range; enabling the NHS to achieve equality 
and diversity in its future nursing workforce and ensuring ‘better outcomes for all’ and an 
‘improved patient experience’ (DH, 2012a) through reflecting as far as possible the diversity 
in the population accessing health services. Student recruitment needs to ensure that 
successful applicants all have understanding of the importance of compassionate practice 
and respect for all people, and currently this is achieved through a requirement for applicant 
interviews before an offer is given for a place on a nursing programme within the UK, 
according to Standard Three of the Standards for Pre-registration Nursing Education (NMC, 
2010).
Compassionate practice is clearly an ideal that is desired by those accessing nursing 
services as discussed within Chapter 3, and if the nursing profession is to effectively serve
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those requiring nursing services, then nurses are required to meet their needs through 
engaging in compassionate practice (NMC, 2008). However, whether this is realistic or not 
within the demands of 21®' Century healthcare pressures is debateable.
The challenges of delivering a ‘compassionate service’ were illustrated within a recently 
published report focussed on the hospital care of some of the most vulnerable people in our 
society: the older person with dementia (Royal College of Psychiatrists (RCPsych), 2011). 
The report was based upon research undertaken using a national clinical audit of 99% of 
NHS Trusts in England and Wales, during 2010-2011, and was commissioned by the UK 
Healthcare Quality Improvement Partnership. Each ward within each hospital was asked to 
complete a checklist and retrospective case note audit, as well as carer/patient and staff 
questionnaires, and observations were undertaken of care quality interactions. The general 
finding was that although a high percentage of the hospital policies and procedures involved 
clear expectations of dementia care practice, a much smaller percentage of these practices 
were being enacted within the reality of day to day practice; there was a gap between policy 
and practice (RCPsych, 2011: 13). This finding demonstrates similarities with the student 
experience in my study, where students experienced dissonance between professional 
ideals and practice reality.
Within the detail of the Royal College of Psychiatrists report findings, nurses were identified 
as focussing on the tasks of their day to day work, not stopping to smile and to talk to 
patients, and not relieving the suffering of these vulnerable older people. Nurses did not get 
to know the individual and so were not person-focussed enough, and did not work at the 
person’s pace to meet their needs using their preferred ways. However, there were ‘pockets 
of person-focused communication in many wards delivered by individual members of staff 
but these appeared to be the exception to the norm’ (RCPsych, 2011: 168). Such findings 
concur with my study and the student experiences of seeing different approaches to 
engaging in compassionate practice and that some RNs appeared to lack compassion as
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they tried to meet the day to day pressures of their work, leaving students uncertain of what 
was possible within the RN role.
The Royal College of Psychiatrists report also identified that staff did not often engage 
emotionally with those with dementia, that person-centred care required a ‘genuine’ interest 
in the patient as a person, a form of deep acting within emotional labour, and taking time to 
get to know patients as people. Within my data from student nurse experiences, they ‘gave 
a bit of themselves’ for the benefit of their patients and themselves, and the Royal College of 
Psychiatrists report also explained how a person-centred approach could have a positive 
effect on patient recovery as well as improving staff morale. It illustrated the importance of 
this from a ‘pocket’ of compassionate practice, in the following excerpt:
Staff clearly gave of themselves in person-focused interactions, not just in placing the 
needs of the person above the pressures of the clinically oriented routine -  which was 
identified to be challenging in many wards -  but in being compassionate and engaging 
on a reciprocal level, for example discussing their own families or activities. (IRCPsych, 
2011: 18U
Again, such findings concur with the student experiences in my study, however students 
were left feeling vulnerable to the emotional labour demands of compassionate practice, and 
balancing between engaging in emotional labour and setting emotional labour boundaries to 
manage the dissonance between professional expectations and practice realities.
The report provided some guidance in terms of meeting the individual needs required within 
compassionate practice, it suggested means to communicate on a more personal level with 
a This is Me leaflet produced to help staff know personal preferences and information. It 
suggested a more ‘personal approach’ to enable RNs to empathise, and the report 
suggested encouraging person-centeredness through strong RN leadership of individualised 
patient care, and ensuring staffing levels met the additional support needs of people with 
dementia (RCPsych, 2011/ It recognised the resource challenges to compassionate 
practice.
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The leadership and role modelling suggestions arising from the Royal College of 
Psychiatrists report could contribute to making compassionate practice a more realistic 
professional ideal; however the report did not:
• identify how to define RN role expectations so that the reality of clinical pressures 
might be met alongside the ideals of individualised and compassionate nursing, and 
it did not
• address how emotional labour for compassionate practice could be practised in a 
way that did not put at risk nurses’ emotional well-being.
It was this dissonance that students expressed within my study on their socialisation 
experiences and still needs to be addressed. In other words, the report highlighted how 
some improvements could be made in terms of taking more time but did not say where the 
time would be found and who would pay for it, in the already financially challenged NHS. 
The student experience data in my study indicates that nurses would most likely give that 
‘little extra’ if they had the time and emotional support to do so, as it would give them more 
personal and professional satisfaction through alignment with their professional ideals.
During the last few decades the rise of ‘efficiency’ and meeting the expectations of 
consumers through providing a fast and cost-effective service that is predictable in its 
outputs through defined targets has been termed ‘MacDonaldisation’ (Ritzer, 2004). Within 
this approach workers are required to engage in emotional labour, surface and deep acting 
to meet the needs of ‘difficult customers’, hiding their true feelings such as annoyance while 
portraying emotions such as ‘I am happy to serve you’ through smiling, that make the 
customer feel valued or safe. This emotional labour for customer service (Hochschild, 1983) 
can also be seen in healthcare services and have resulted in nursing taking on many of the 
MacDonaldisation principles in its goals for efficiency (Herdman, 2004). The drive for 
‘standardisation’ could also be argued as dehumanising nursing, taking individuality out of 
the picture in an attempt to ensure limited resources are used efficiently. Mestrovic (1997)
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goes further to suggest that MacDonaldisation is now being extended to emotions within 
society, in that emotions are fractured, contained and kept under control in a ‘bite-sized 
Happy Meal’ (Mestrovic, 1997). His concept of a ‘post-emotional society’ is where people’s 
emotions have been separated from their actions, where people shape their emotions to 
meet the requirements of different situations, and where ‘passionate commitment to a cause 
or value or belief has evaporated’ (Mestrovic, 1997: 56).
However, the student data within my study did not uphold this belief and was more resonant 
with having genuine care about people, an altruistic and humanistic approach to life and their 
work. Students expressed passion for nursing and a commitment to the value of 
compassion and engaging in compassionate practice, although they saw challenges ahead 
for upholding such commitment as a RN. Students expressed that the practice reality and 
NHS economic pressures that resulted in limited resources and constraints on 
compassionate practice, may require them to rethink the realism of ‘individualised’ care as a 
nursing value in order to survive.
From the findings in my study, I argue that the professional idealism of compassionate 
practice is realistic but in order to achieve this there needs to be recognition that resources 
are required and the ‘monetary cost’ is worth the investment. This could be demonstrated 
through measures showing that as the quality of nursing improves through compassionate 
practice, so patients benefit in real health terms, and nurses experience less dissonance so 
staff attrition costs are also reduced. The expectation of compassionate practice by the 
Department of Health and the NMC is not realistic without ensuring investment in resources 
to allow individualised nursing practice and support for the emotional labour of nursing. 
Such investment could facilitate future generations of Registered Nurses to manage their 
intentions towards a life of compassion (Armstrong, 2011).
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12.3.2 What is required to support compassionate practice intentions?
in order to enable socialisation in compassionate practice, students’ concerns relating to the 
dissonance between professional ideals and practice reality must be resolved. One of their 
concerns was uncertainty about the emotional labour boundaries for compassionate practice 
if nursing was to benefit patients without detriment to the nurse. Such concerns resonated 
with previous research, particularly from within the field of mental health nursing where 
‘therapeutic communication’ is central to recovery but recognised as posing emotional well­
being challenges to the nurses involved (Ramjam, 2004; Wright, 2010).
Within my study, engaging in compassionate practice with patients was seen by students as 
involving empathy for the patient’s unique situation and this empathie engagement posed 
some risk to their own emotional well-being, resulting in balancing intentions between risk 
and benefit. The risks involved in empathising with patients have been explored through 
‘compathy’ theory. Morse and Mitcham (1997) explain compathy as experiences of distress 
through care-giving relationships, where the carer develops feelings similar to those of the 
patient. The most common triggers for compathy are pain and distress, and the ‘compathic 
contagion’ is strongest when the observer has developed a close or emotional relationship 
with the sufferer. Morse and Mitcham claim that the contagion of involuntary responses to 
patients’ physical and emotional conditions was to some extent dependent on ‘shared 
emotions’. They provided ‘yawning’, ‘feeling nauseous’ when dealing with vomit, and 
‘fainting’ when seeing the first cut in surgery, as every day examples in nursing. In addition 
they went on to say that the compathic response is both a nursing requirement and a liability. 
This claim resonates with the dissonance of emotional labour expectations and the 
emotional well-being implications of engaging in compassion practice, where there is little 
support or recognition for the emotional labour involved. Morse and Mitcham (1997) 
explained that in order for a nurse to perform an injection they have to be able to build a 
relationship but also ‘detach’ from the reality of the other person’s suffering as the needle 
enters the flesh.
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It can be argued that student nurses learn how to ‘detach’ through emotional labour, by 
suppressing their emotions and subsequently their physical and emotional responses. In 
order to suppress the feelings required in recognising suffering, the nurse may degrade the 
experience, justify treatments as for the patient’s own good, depersonalise the patient, or 
distance themselves from ‘the person in the patient’ through focussing on task orientated 
practices. They may also become cynical and disillusioned; findings recognised within 
research on the emotional labour of nursing (Smith, 1992). Repeated exposures and 
practising of these compathic control measures, to the point of ‘working on auto-pilot’, 
enables the experienced care giver to ‘overcome compathic responses’ (Morse and 
Mitcham, 1997).
Strategies that minimise the effects of compathy must be balanced with the importance of 
compassionate practice that requires individualised nursing care. If compathic responses 
are blocked through depersonalising patients, then the standard of individualised care would 
fall. It can be argued therefore, that the emotional labour of nursing requires much stronger 
emphasis and greater formal recognition within professional preparation for compassionate 
practice and increased status within practice settings, if the compassionate practice ideal is 
to be upheld by RNs and learned by students.
Not all nurses ‘genuinely care about’ all their patients all the time and yet they need to help 
the patient feel safe and cared for, so engage in emotional labour using surface acting such 
as smiling, using kind words and doing kind acts. The results of this ‘surface acting’ are 
recognised as desired components of compassionate practice within reports identifying what 
patients and carers want from nursing (The Patients Association, 2011; RCPsych, 2011). 
However, surface acting requires effort on the part of the students and RNs, hence the term 
‘labour’, and the desire for genuineness can create deep acting to preserve a sense of self 
and reduce personal suffering due to a sense of feeling mechanical or false’ (Hochschild, 
1983).
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it is interesting to note that the student nurses within my study identified the use of smiles to 
make patients feel cared about, and that this involved ‘giving a bit of themselves’, but they 
also identified the need for the occasional ‘coat-hanger smile’ when their feelings were 
different to those they needed to portray. Students recognised that the emotional labour of 
compassionate practice makes a difference to patients, helping them to feel valued and 
cared about, but emotional labour is ‘marginalised’ (Smith, 1992:145) and subordinate to 
other aspects of nursing practice that can be measured and ‘demonstrate their value’ in 
patient outcomes, such as length of stay, morbidity and mortality statistics.
However, with increasing measurement of the patient experience, through initiatives such as 
the Care Quality Commission inpatient surveys, the emotional labour of compassionate 
practice may start to demand more attention and gain more ‘value’. With increased 
recognition of the emotional labour of compassionate practice there may be greater support 
for research that encompasses the complexity of nursing; the ‘head, hand and heart’ 
(Todres, 2008); where truth, ethics and action are recognised as inseparable components of 
knowledge relating to compassionate practice. Nursing leadership needs to utilise the 
findings from research that demonstrates practitioners ‘heartfelt motivation for achieving 
quality of care’ and move away from their fixation to measure everything a nurse does, the 
‘carrot and stick culture that relies on targets’ (Todres, 2008:1567).
In order to encourage the dissemination of new theory and findings from qualitative studies, 
so findings are valued and used for improving practice, researchers can consider presenting 
their findings in a way that captures the richness and ‘textures’ of the underlying 
experiences; bringing them ‘alive’ to an audience through ‘embodied interpretation’ (Galvin 
and Todres, 2011). I have used such an opportunity as a novice presenter at international 
education and research conferences, and found this approach an appropriate means to 
maximise engagement with the findings of my study and disseminate my new Grounded 
Theory in student nurse socialisation in compassionate practice (appendix 9f); receiving very 
positive feedback from academic peers.
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The emotional labour of compassionate practice is expected through the setting of a 
compassionate practice professional ideal but is currently not adequately supported within 
the organisational structure of practice. Hochschild (1993) warns of the potentially negative 
consequences of emotional labour when an organisation’s expectations result in the workers 
losing control over their emotions, and thereby feel ‘alienated’ from their sense of self. If this 
happens, a personal and genuinely felt emotional response to another person’s suffering, as 
implicated in compassion, is replaced by an expected response produced to meet 
organisational demands, such as smiles and use of kind words. This appears to happening 
within 21®' Century nursing in the UK. Compassion is becoming increasingly the subject of 
discussions in relation to nursing audit and the potential for its measurement debated among 
nurse researchers; and metrics of compassion where nurses’ activity is measured against a 
target are under development and supported by the Royal College of Nursing (RCN, 2008a). 
As previously discussed, some NHS Trusts have implemented trial ‘checklists’ for measuring 
compassion (South East Coast, 2011) and these may become ‘just another checklist to do’ 
and another ‘paperwork pressure’ on RNs. Alongside these checklists, there have been 
calls for the widespread introduction of ‘hourly rounds’ where nurses ask patients every hour 
whether they have any concerns or problems (Topping, 2012; Watson, 2012). However, this 
too may turn into a tick-box exercise and more paperwork, and may be another expectation 
on nurses’ activity that ends up delegated to HCAs.
However, some nurse researchers are looking into alternative ways to value compassion 
through definition and measurement. Dewar et al. (2010) have undertaken a project within 
The Leadership in Compassionate Care Programme that explores the use of ‘emotional 
touch points’. These are ‘positive care practice statements’ developed from stories 
recounted by patients, their carer or family, and from staff. These statements are developed 
and adapted into ‘positive care practices’ with measurement strategies assigned to each 
one, and there is an early indication that the introduction of positive care practice statements 
and measurements are improving the patient experience and working lives of the nurses
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(Dewar, 2011). These ‘touch points’ resonate with the literature on ‘openheartedness’ and 
the need to relate to the ‘lived experiences’ that are touchstones for openheartedness 
(Galvin and Todres, 2009:147). Galvin and Todres explain that there are three dimensions 
to openheartedness using vignettes from everyday nursing practice. They demonstrate that 
nursing openheartedness comprises the dimensions of: ‘infinity of otherness: keeping open 
the others’ difference’; ‘embodiment: our shared vulnerable heritage’; and ‘practical 
responsiveness: embracing the value of the objectified gaze and technology’ (Galvin and 
Todres, 2009:1). For nurses to sustain their ‘openheartedness’ they need to be enabled to 
recognise moments of humanised care, understand and then continue to develop their 
human-centred practice.
Moments of openheartedness and humanised nursing, where emotional ‘connection’ takes 
place and compassionate practice is provided, require emotional labour in terms of 
managing the emotions involved, proactively or retrospectively. Nurses may need to 
proactively suppress their own surface expressions of distress or anxiety to give confidence 
to the person suffering that they will be safe, or proactively induce a calm demeanour. 
Nurses may also need to retrospectively make sense of their feelings where they did not 
genuinely feel connected to a person and yet expressed compassion for them, leaving the 
nurse feeling ‘false’ or a ‘fake’. Alternatively, the nurse may retrospectively induce feelings 
of compassion for someone who was suffering to bring their emotions in line with how they 
behaved; a deep acting response. Despite understanding of emotional labour in nursing 
there is still much to learn and the concept requires further consideration in terms of 
compassionate nursing following the emergence of new understanding in student nurse 
socialisation in compassionate practice.
Another area of interest arising from the new Grounded Theory on student socialisation is 
student resilience. Resilience in nursing is the ability to survive and thrive in ‘the face of 
workplace adversity’ (Jackson et al., 2007). Resilience for professional and personal values 
and ideals, such as compassionate practice, may require nurses to adjust to the
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circumstances they find themselves in. Jackson et al. (2007) identify the strategies nurses 
use for resilience as: building positive and nurturing professional relationships, maintaining 
‘positivity’, developing emotional insight, achieving life balance and spirituality, and 
becoming more reflexive. For students to be supported in their socialisation in 
compassionate practice they need to be aware of such strategies and build resilience, and 
learn how to challenge constraints to compassionate practice within the cultural and 
organisational environment of practice. However, the culture within nursing practice 
environments and the organisational constraints can be very powerful pressures, perhaps 
more powerful than the drive to meet personal or professional expectations and ideals.
History has taught us that even when people have ideals they can relinquish them in 
response to environmental and cultural pressures, as illustrated within nurses’ participation 
with euthanasia in Nazi Germany (Benedict and Kuhia, 1999). Another powerful example of 
this is within Milgram’s experiments in the 1960’s and 1970’s (Baron and Byrne, 1987) where 
ordinary people bowed to group pressure and obedience to authority, and engaged in 
extreme and potentially damaging action that went against their personal values and ideals 
and society’s expectations of acceptable behaviour. I suggest it is probable that when the 
students who participated in Milgram’s experiment entered the laboratory, it was a far less 
intimidating environment than when student nurses enter the healthcare environment. Such 
comparisons emphasise the challenges faced by student nurses wanting to successfully 
uphold professional ideals, and how difficult it must be to challenge constraints on 
compassionate practice when the pressures of conforming to organisational demands and 
group norms are so powerful.
Leadership in supporting intentions towards compassionate practice and the role modelling 
of constraint management and delivery of compassionate nursing is therefore of great 
importance. The NHS is going some way to recognising this through their Energising for 
Excellence initiatives such as The Productive Ward where RN time is freed up for spending 
with patients through reorganising and improving ward processes (NHS Institute for
274
Katherine Curtis 2012
Innovation and Improvement, 2011). There is also the new NHS Leadership Framework 
(NHS Leadership Academy, 2011) where among the strategies highlighted there is a 
recommendation for leadership training for RNs and for nurse leaders to role model 
excellence in care, with many NHS Trusts adopting the Leadership Through Example 
approach. This new NHS Leadership Framework encourages ward Sisters and Matrons to 
wear a practice uniform and have time allocated for them to deliver patient care during their 
working week (Guy’s and St.Thomas’ NHS Foundation Trust, 2011).
These strategies and initiatives provide examples of how further support and enabling 
student nurse intentions towards compassionate practice, may bring practice reality more in 
line with the professional ideal, and so reduce the dissonance students experience within 
socialisation. However, these initiatives must be considered alongside levels of NHS 
investment in nursing services that support the emotional labour of nursing and facilitate 
individualised and person-centred care.
12.4 Students’ socialisation in Compassionate Practice: a 21®' Century Challenge
From these discussions it can be seen that the nursing profession has recognised the 
importance of compassionate practice to people accessing healthcare services but now 
needs to recognise that expecting compassionate practice from RNs without providing 
emotional support, staffing levels, and environments conducive to compassionate practice, 
creates dissonance between professional ideals and practice reality. This dissonance in turn 
creates feelings of uncertainty and vulnerability for student nurses during their socialisation 
in compassionate practice. As shown within this new Grounded Theory of student nurse 
socialisation, student nurses manage the dissonance between professional ideals and 
practice reality by balancing their intentions towards or away from engaging in 
compassionate practice, which in turn indicates ongoing compassionate practice is at risk.
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The nursing mandate is changing and becoming more focussed on managing teams of 
HCAs rather than providing care, so it is important to consider how compassion fits within 
this mandate, it is becoming increasingly important to make the connection between having 
sufficient time for RNs to get to know their patients and the patients receiving effective and 
individualised compassionate nursing, a situation that has been building for a number of 
years (Ersser, 1993; RON, 2005; Allen, 2007; RCN, 2010a; RCPsych, 2011). The ‘funding 
crisis’ within the NHS has been increasingly raised as a concern by nurse leaders in relation 
to RN staffing levels, skill mix, patient acuity, and loss of experienced nurses through ‘down- 
banding’ to save money (RCN, 2010b; Parliament Health Committee, 2012). It would follow 
therefore that as the mandate for nursing changes, the professional preparation for nursing 
practice must also change, so students are not facing disillusion and disappointment during 
their programme and upon qualifying. This raises the question of how best to support the 
compassion ideal in professional preparation programmes in a way that is meaningful for 
future RNs to be ‘fit for purpose’.
The recognition of dissonance and its effect on student nurse socialisation in compassionate 
practice requires serious consideration in terms of its implications and recommendations for 
nursing practice and nurse education.
12.4.1 Implications and Recommendations for Practice
Within my study, student nurses witnessed both compassionate engagement with patients 
and on occasions the detached even callous interaction with patients by RNs, leaving them 
uncertain of what the future held for them. As previously discussed, student nurse 
socialisation in compassionate practice is only realistic if the practice support for challenging 
constraints and engaging in emotional labour are recognised and valued, and practice reality 
can be re-aligned to professional ideals.
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To enable students to see how to manage the consequences of the emotional labour of 
compassionate practice they need to learn to recognise the risks and learn how to identify 
the early signs of compassion fatigue in both themselves and in their future colleagues 
(Coetzee and Klopper, 2010). There must also be practice based support and assistance 
available for dealing with the emotional responses to nursing work or ultimately nurses may 
become unable to recover, becoming disinterested and wanting to quit the profession 
(Hardingham, 2004; Coetzee and Klopper, 2010). Practice leadership needs to enable RNs 
to support student learning in practice placements (O’Driscoll et al., 2010) and understand 
how to facilitate support for compassionate practice (Burtson and Stichler, 2010).
Practice based support in the form of ‘preceptorship’ for newly qualified nurses and on-going 
‘clinical supervision’, have been recognised as being valuable to RNs in the UK and abroad, 
in general nursing and in specialist fields of nursing, particularly through supportive reflection 
on emotionally traumatic events (Cronqvist, 2004; O’Connell, 2008). Preceptorship is a 
valuable means to help newly qualified RNs settle into the RN role and it is now a 
requirement for NHS Trusts across the UK (DH, 201 Oe). Clinical supervision has the 
potential to provide on-going support to RNs for the emotional labour of compassionate 
practice, although currently this requirement is not a mandatory component of continued 
professional development. Clinical supervision involves a formal meeting between a skilled 
supervisor and a RN, where discussion of the nurse’s contribution to care can take place 
within their clinical environment (NMC, 2008a). This process furthers the nurse’s knowledge 
and skills through reflection and helps the nurse to identify their strengths and weaknesses 
and solutions to problems, enhancing their own practice and the standard of their nursing 
care. However, there are indications that there is a lack of clinical supervision provision as 
only one third of RNs access clinical supervision within adult nursing services in England 
(Davey et al., 2006), possibly due to the constraints of limited time, NHS funding, and 
resources for this activity. There is also evidence to suggest that clinical supervision for
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students would also be of benefit although how this is best achieved and managed is still 
uncertain (Sloan and Watson, 2002; Baxter, 2007; Lindgren and Athlin, 2010).
Nurse attrition from the profession is a serious threat to the healthcare workforce in terms of 
providing adequate numbers of nurses for safe and effective care and in terms of costs to 
the healthcare service and training replacement staff (RCN, 2005; DH, 2006b; ICN, 2006; 
DH, 2009c; RCN, 2009). If student nurses’ intentions to remain in nursing upon qualification 
and into their early career are reliant upon being able to attain the personal and professional 
satisfaction of upholding their ideals and the standards to which they aspire, then 
maintaining high standards of individualised care will not only improve job satisfaction but 
also retention. This in turn improves attainment of high standards as more nurses are 
retained and available to ensure an individualised and ethical approach to care (Eden, 
2004). However, it can be argued that his upward spiral of effect would only be possible if 
the retention of nurses was achieved alongside ensuring RN to patient ratios are kept high. 
There are obviously cost implications with having high RN to patient ratios but it could also 
be argued that the staff satisfaction and improved patient outcomes could make this cost- 
effective. Further research is needed to demonstrate what the optimum numbers would be 
within the different environments where nursing care takes place (RCN, 2010a).
Following on from the work done within the Leadership in Compassionate Care Project in 
Scotland (Edinburgh Napier University and NHS Lothian, 2008), compassionate care 
practice within all clinical areas could be enhanced through the use of emotional touch points 
and relationship centred care (Smith et al., 2010; Dewar et al., 2010). As discussed earlier, 
the emotional touch points are those areas of care which are important to patients and their 
families, areas of care that they identify using emotion based descriptors, these emotional 
touch points then become the story of that patient’s experience and enable staff to better 
understand and develop meaningful relationships with patients and their relatives (Smith et 
al., 2010) and provide solutions to humanising nursing that resonate with openheartedness 
in nursing (Galvin and Todres, 2009).
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Research using relationship centred care has been shown to result in positive 
compassionate care outcomes for patients, relatives and staff, and that the skilled facilitation 
and leadership were central to this (Nolan et al., 2004; Dewar et al., 2010). However, the 
question remains as to how organisations can practically enable this skilled facilitation and 
leadership. Undoubtedly, having the support of senior nurses and nurse leaders would 
facilitate any improved emphasis on compassionate practice.
It has already been discussed how essential it is that student nurses are exposed to good 
role models while on placements (Johnson, 2008), for if they do not witness RNs engaging in 
compassionate practice, how can they be expected to enact it when they become RNs? It 
was the excellent role models that inspired and reassured the students in my study and 
enabled them to identify with the potential for enacting compassionate practice as a future 
RN. Role models are recognised as influencing student nurses and the potential to not only 
influence their career intentions but also their competence and confidence (Donaldson and 
Carter, 2005). It is therefore vital that the importance of professional role modelling among 
RN mentors is enhanced and students are encouraged to learn from exposure to any poor 
role models in terms of understanding the behaviour, what might have predisposed that RN 
to behave in that way, and what support or education could be introduced to prevent it in the 
future. In this way practice reality can be better aligned to the professional ideal of 
compassionate practice, reducing dissonance, and student intentions towards 
compassionate practice can be enhanced.
12.4.2 Implications and Recommendations for Nurse Education
During their education, student nurses face diverse approaches to RN role interpretation, to 
managing the boundaries of emotional labour, and to managing the constraints that 
challenge compassionate practice. For nurse education to encourage all students to meet 
professional expectations and face the future with greater intentions towards compassionate
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practice there needs to be recognition of students’ concerns and learning solutions to 
managing their concerns during their socialisation. Education needs to include identification 
and teaching of realistic solutions to the constraints on the ideal of compassionate practice 
and define the expectations of RNs so student uncertainty and feelings of vulnerability are 
reduced.
The new Grounded Theory of student nurse socialisation in compassionate practice could 
provide a platform from which to inform and support student nurse education within clarified 
RN role expectations. Teaching resilience (Jackson et al., 2007) to uphold professional 
values within an environment that challenges compassionate practice requires greater 
formal recognition within nurse education. Alongside this, student nurses require more 
opportunities to understand how to enact and retain a human-centred approach to nursing 
(Galvin and Todres, 2009), where people are understood as separate individuals, who have 
their own unique view of their own health and well-being (Dahlberg et al. 2009).
With nursing programmes provided by Universities and within placements primarily provided 
by the NHS, the two sectors need to better engage and unite in their expectations of what 
the students’ education experience should be. There has been an uncoupling of these two 
sectors over the last 15 years, since nurse education moved into Universities and a 
supernumerary status in practice was introduced (O’Driscoll et al., 2010). However, the two 
need to work more collaboratively if professional preparation education is to encourage 
better alignment between practice reality and professional ideals. One way to achieve this 
could be through higher visibility of nurse teachers within the clinical environment or clinical 
nurses within the University environment, with shared roles funded between University and 
healthcare service. However, there have been attempts at this and the pressures on dual­
roles create competing challenges for those who take these roles on (Andrew et al., 2010). 
These roles require further developmental consideration and support if they are to better 
align clinical practice with classroom education.
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it is also important to encourage formal teaching and learning of resilience and self- 
comforting behaviours in nursing if student nurses are to attain strategies that support 
emotional labour and foster their own emotional well-being (Warelow and Edward, 2007; 
Dahlqvist et al., 2008; McAllister and McKinnon, 2009). Student nurses have been shown to 
experience increasing levels of stress, loss of self-esteem and use of negative coping 
mechanisms during their socialisation in nursing (Deary et al., 2003; Edwards et al., 2010). 
If student nurses are not prepared for the emotional labour of nursing then their work can 
become an emotional burden and they find it difficult to ‘switch off at the end of the day’, as 
demonstrated within my study. Resilience can be improved through ‘protection’ in the form 
of a caring and learner-centred education; with high expectations as well as a strong 
supportive community in both practice placements and the University. The provision of 
action learning sets, that encourage the sharing and learning from experiences within a safe 
and supportive environment and the opportunity to see links between theory and practice 
(Heidari and Galvin 2003), could enhance student socialisation in compassionate practice. 
Such approaches to learning and supportive environments could allow students to thrive and 
attain healthy professional self-identities and increasing self-esteem, both relevant to 
professional competence and public expectations (McAllister and McKinnon, 2009; Edwards 
et al., 2010).
Preparation for what to expect in nursing and taking into account students’ prior experiences 
and preconceptions of what a nurse is, should be taken into account if students are to gain 
meaningful learning (Gallagher, 2007). Students also require realistic portrayals of practice 
rather than idealistic views, so their experiences do not cause disappointment and distress 
when they first enter placements (Price, 2008). Alongside this, nurse mentors and other role 
models need to understand their influence on students (Price, 2008), that they can influence 
the intentions of students to become compassionate practitioners and to have confidence 
and courage to uphold the professional ideals of individualised patient care.
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Student socialisation requires understanding the ‘real world’ of nursing and not an ‘idealised’ 
version (Erlen, 2004), referred to as an ‘unachievable utopia’ by nurse teachers in my study. 
This would help students protect themselves against disappointment, preparation that would 
also enable them to see that nursing teams are collectively responsible for improving the 
situation for patients and they are not necessarily individually responsible when the reality of 
practice does not match professional ideals (Kelly, 1998; Corley, 2002). Having a strong 
sense of self could also protect students against organisational pressures and enable them 
to trust their own opinions and contribute to a team effort to improve practice and manage 
their work environment so that it meets their values and ideals.
Providing emotional support such as opportunities to reflect, particularly when managing 
distressing experiences, has been identified as an important component of health 
professional preparation (Corley, 2002; Ulrich, 2010). It is also important to educate student 
nurses to protect themselves against the effects of not living up to their own expectations 
(Doane et al., 2004:240). This sort of education requires time for discussion and relies upon 
having opportunity for sharing thoughts within a safe environment, collaborating and sharing 
experiences between professional groups, with on-going support so personal values are not 
put at risk and job satisfaction can be enhanced (Kelly, 1998; Doane et al., 2004; McCarthy 
and Deady, 2008; Goldman and Tabac, 2010).
In order to reconnect the practice of nursing with expected professional ideals, and reduce 
the dissonance that students are experiencing, there needs to be better support for RNs so 
they are in turn able to deliver high quality compassionate nursing, possibly through 
initiatives such as the Schwarz Centre rounds (Cornwell and Goodrich, 2010). Such 
initiatives enable nurses to reconnect with their values and such opportunities have been 
found to cultivate excellence in care, particularly where there is a recognised approach or 
‘toolkit’ available for professionals to deal with the challenges and opportunities they 
encounter within their professional settings (Gardner, 2007).
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Nursing curricula can be enhanced with opportunities for students to understand themselves 
in a way that enables them to create ‘healthy’ relationships with others, perhaps through 
critical reflection but carefully facilitated so that learning emotional engagement is 
meaningful and enables students to take on and maintain the emotional labour required 
within compassionate practice (Freshwater and Stickley, 2004; Chambers and Ryder, 2009; 
Smith and Allan, 2010). On-going education and support are also required if RNs are to 
maintain the principles they learned as students (Ham, 2004).
The undergraduate curriculum in nursing needs to develop to ensure compassionate nursing 
is at the heart of student learning. The Edinburgh Napier University and NHS Lothian’s 
Leadership in Compassionate Care Project (LCCP) (2008) have commenced several studies 
to explore how this might be achieved, such as using patient stories during teaching, 
feedback to placements about compassion and caring experiences, and consideration of 
how busy areas with a fast patient turn-over can enable staff to develop relationships with 
patients. Alongside such initiatives, the RCN is hosting a Commission on Nurse Education 
(RCN, 2012) that hopes to provide further guidance of how to improve nurse education to 
ensure the nursing workforce is ‘fit for the future’.
A learner-centred education requires an individualised approach to student development as 
recognised in my study by the nurse teachers, but this is currently challenged within the 
University setting where increasing student numbers are seen alongside reduced faculty 
numbers (Association of University Teachers, 2005). Nurse teachers need support with the 
emotional costs associated with providing guidance on compassionate practice to students 
and practice staff. Student selection by nurse teachers, identifying applicants caring and 
compassionate attributes, could also be further explored and new ways of assessing 
compassionate nursing skills introduced. The attributes of applicants to nursing 
programmes could also include measurement of their emotional intelligence so that support 
to develop this attribute can be put in place where needed. Emotional intelligence has been 
found to be correlated to qualified nurses’ performance such as their inter-personal relations
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and communication (Beauvais et al., 2010) and could be further enhanced by focussed 
content that develops emotional intelligence during student nurse programmes (Freshwater 
and Stickley, 2004; Benson et al., 2010). As discussed earlier, self-compassion and 
emotional intelligence have a positive correlation among qualified nurses (Heffernan et al., 
2010) and developing self-compassion alongside emotional intelligence during nurse 
education may enhance student nurses’ intentions to engage in compassionate practice.
It can be seen therefore that the support for nurse education and student nurse socialisation 
in compassionate practice needs to be available not only within placements but also within 
the University setting. The students recognised the importance of their relationships with 
Personal Tutors, particularly when the relationship was provided with sufficient time for 
learning from reflection on distressing events. However, for this relationship and support to 
be of meaningful value, it requires investment. This investment requires provision of 
sufficient University staff and time for student-tutor relationships to develop. Personal Tutors 
recognise that student support requires time and commitment and that it is essential for 
student learning (Rhodes and Jinks, 2005).
My study proposes the development of a new model for nurse education that promotes 
leadership and support for the emotional labour of compassionate practice, recognises 
students’ need for learning resilience to uphold professional ideals in the face of reality 
constraints, and that organisations need to support individualised and person-centred 
nursing care that is at the centre of compassionate practice. This model for nurse education 
would need to be developed alongside more clarity in the definition of what the role of the 
RN involves and re-align practice with professional ideals, thereby reducing the dissonance 
that creates uncertainty and vulnerability among student nurses. In order to promote 
socialisation in compassionate practice, nurse education and student support within practice 
environments and University settings require further development, and further targeted 
research is required to identify the evidence to move this issue forward (see Table 3).
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Recommendations for enhancing student nurse socialisation in compassionate practice
Within
practice
environments
RN s role modelling of compassionate practice and consistent alignment of reality 
with professional ideals
RN s role modelling of challenging constraints, such as time pressures (e.g. 
through demonstration of individualised nursing and getting to know ‘the person 
in the patient’ while undertaking RN role requirements such as medication 
administration and completion of nursing notes)
Recognition of the link between emotional labour and compassion 
Mentor encouragement of students to engage in reflection to learn emotional 
engagement boundaries that protect well-being alongside compassionate 
practice
Emotional support and leadership for understanding compassionate engagement 
and promoting a compassionate environment (e.g. Schwartz Centre rounds and 
use of emotional ‘touch points’)
Provision of Clinical Supervision for RNs/mentors to encourage on-going 
maintenance of professional ideals and ability to role model these effectively 
Senior practice leadership that supports mentorship and promotes adequate RN- 
patient ratios to manage organisational challenges that impact on compassionate 
practice_____________________________________________________
Within formai 
teaching
Recognition of the vulnerability and uncertainty felt by student nurses due to 
dissonance between professional ideals and practice reality and how this leaves 
them balancing precariously in relation to their future compassionate practice 
Clarification of the expectations on the RN role within 21®' Century nursing: that it 
requires technical expertise, understanding the evidence base, and emotional 
labour for compassionate engagement
Academic support for student learning of resilience (e.g. through action learning 
sets and discussion of patient scenarios and service user stories)
Teaching students strategies for self-compassion and ‘healthy’ emotional labour 
Teaching the reality of practice constraints and strategies for challenging 
constraints that impact upon nursing ideals
Academic support of the practice learning environment and for mentors, so there 
is a seamless expectation of student learning and recognition of the professional 
ideals within nursing
Support for nurse teachers and academics from their senior leaders, so their 
work is valued within the HEI environment and constraints on managing 
professional expectations alongside organisational expectations are challenged
Within
ongoing
research
Recognition of the importance of qualitative research that illuminates individuals’ 
experiences and the social processes that underpin nursing practice (e.g. 
through Grounded Theory, Phenomenology and Ethnography)
Further research and on-going debate to determine the value in attempting to 
measure compassion in order to create further specific practice ‘targets’ for RNs 
to demonstrate
Further research to determine the best means for managing emotional labour and 
encouraging resilience___________________________________________
Table 3. Summary of Recommendations for Practice, Education and Research
A way forward for improved education for compassionate practice may be to identify that 
compassionate practice ideals are desired but not always easily achievable, thereby 
reducing the personal sense of failure and emotional discomfort students experience, 
alongside encouraging retention of the ideal. Providing the students with strategies to
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manage the constraints that prevent them from enacting professional ideals will allow them 
to take more control over the environment in which they work.
Through these various initiatives, student nurse socialisation will empower future RNs to 
uphold professional ideals and thereby deliver the quality of nursing that the public and 
profession desire.
12.5 Conclusions
This thesis provides the first study to explore student nurse socialisation within explicit 21®' 
Century UK professional expectations for compassionate practice and to conceptualise 
compassionate practice in terms of emotional labour. The study brings an important 
component of nurse education to the fore. It demonstrates a new Grounded Theory for 
student socialisation that entails balancing intentions towards or away from compassionate 
practice in order to manage dissonance between professional ideals and practice reality. It 
raises the question of how realistic it is for student nurses to aspire to the professional ideal 
of compassionate practice without adequate support within practice and education. It is 
clear that although student nurses within this study aspire to compassionate practice, their 
struggle to manage the dissonance through balancing intentions raises concerns for 
professional preparation.
To provide socialisation experiences that engender on-going compassionate practice, those 
involved in student learning within both nursing services and University settings need to work 
collaboratively and recognise the sense of vulnerability and uncertainty that students feel 
when dissonance is experienced between professional ideals and practice reality. Improving 
student socialisation in compassionate practice will help to ensure that future generations of 
student nurses will have socialisation experiences that enable compassionate practice to 
thrive as they progress through their careers. This is a critical issue for both student nurse 
learning and the patient experience of compassionate RN practice, and this new Grounded
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Theory on student nurse socialisation in compassionate practice provides a unique 
contribution to understanding this important aspect of healthcare.
12.6 Contributions to Knowledge and Understanding, Theory and Methodology
This study provides new understanding of student nurse socialisation in compassionate 
practice within 21®' Century nurse education and nursing practice. It demonstrates that the 
explicit requirements for compassionate practice identified within recent Department of 
Health and Nursing and Midwifery Council guidance and standards require further 
consideration in terms of how best to support the socialisation of professional ideals. It 
reconceptualises compassion in terms of a virtue continuum and redefines compassionate 
practice in terms of emotional engagement. It also identifies that emotional labour is 
required within the enactment of compassionate practice, a new conceptualisation for 
emotional labour that involves personal emotional engagement alongside emotion 
management.
The findings from the grounded theory study also provide insight into the social processes of 
professional socialisation that expose student nurses to dissonance between the 
professional ideals of compassionate practice and practice reality. It demonstrates that 
dissonance leaves students feeling vulnerable and uncertain of their future. This new 
Grounded Theory demonstrates student socialisation involves managing this dissonance 
through balancing intentions towards and away from engaging in compassionate practice 
when they become a RN. The balancing of intentions is shown to be based upon 
vulnerability and uncertainty and thereby a precarious foundation rather than healthy 
balance that resolves concerns.
The study has also demonstrated the value of trusting in emergence, a fundamental 
requirement within Glaserian Grounded Theory. It adds to nurse education research and 
literature as well as contributes to literature within other disciplines such as Sociology, in
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terms of new knowledge on professional socialisation processes and development of 
professional identity. The findings have implications in terms of nurse education within 
practice and University settings, to research methodology in terms of the value of Glaserian 
Grounded Theory, and to a wide variety of professional education programmes where 
practice reality may not always align with professional ideals and may create similar 
dissonance for its students and novice professionals.
12.7 The Limitations of the Research
This research identifies the number of participants and the use of a single centre study as a 
limitation; however the HEI where the students were undertaking their professional 
preparation adhered to the same NMC standards as all other UK programmes, data 
saturation was recognised in the analysis, and the findings were strongly supported by 
peripheral data from nurse teacher interviews and NHS surveys. The students also 
accessed a wide variety of practice placements similar to those throughout the UK, staffed 
by RNs who practiced within organisations subject to organisational pressures experienced 
throughout the NHS.
One other limitation is that students were interviewed during periods of theory, while they 
were at the University setting, and so their experiences were recounted by them within this 
environment rather than being witnessed by the researcher within the practice or classroom 
setting. However, students were allowed to express their thoughts freely without any 
apparent withholding of details, as the richness of the data demonstrates. This was 
facilitated by the assurance of confidentiality and the researcher being a former student 
nurse, a RN, a nurse teacher and a post-graduate student, working completely separately to 
their own practice placements and University setting, and so someone the participants could 
have confidence in and relate to without fear of consequence.
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12.8 Future Directions for Further Research
Although this study is set within nurse education in England, it has relevance to a global 
context. Further research to explore participant experiences from among student nurse 
populations in other countries would be valuable, and generate further understanding of 
international perspectives on socialisation in compassionate practice. This in turn could help 
healthcare organisations around the world prepare for managing the implications of a 
globally mobile nursing workforce, particularly where compassionate practice ideals are 
stated expectations within employment.
Compassionate practice is not just an expectation for nursing but also for other health 
professions where working with people who are suffering is an expectation. The British 
Medical Association (BMA) recently published guidance for UK doctors, identifying 
‘compassion, empathy and responsiveness to needs, values and expressed preferences’ as 
one of six dimensions that the Institute of Medicine recommends are included within 
education programmes (BMA, 2011). Further Grounded Theory research would also be 
valuable in further developing understanding of socialisation within the context of other 
professions where compassion is an expected ideal, such as teaching (Palmer, 2007) and 
social work (Dumont and St-Onge, 2007). It would be valuable to establish whether these 
student groups also have socialisation experiences that leave them feeling uncertain and 
vulnerable due to dissonance between their profession’s ideals and the practice reality, and 
whether these student groups also manage this dissonance through balancing their 
intentions towards or away from compassionate practice.
The findings from my study also emphasise the importance for the profession of nursing to 
recognise and embrace the need to support the emotional labour of nursing. Nearly twenty 
years on from Smith’s (1992) publication of The Emotional Labour of Nursing, student nurse 
education has still not fully responded to the recognition of the importance for emotional 
support (Smith, 2012). Future research could be developed to establish the most effective
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means for students to understand, support, and manage emotional labour within 
professional practice. Research on the qualities within organisational environments that 
promote compassionate practice could enhance understanding of aligning practice reality 
with professional ideals. Such research could also explore whether attrition from nurse 
education or RN practice relate to the emotional labour of upholding the professional 
expectation of compassion within organisational environments that challenge and constrain 
compassionate practice.
Finally, further research on the nurse teacher experience of supporting student socialisation 
in compassionate practice would be valuable. Nurse teachers are recognised as a limited 
resource that also face challenges and constraints to professional practice (Gui et al., 2009). 
The job satisfaction and availability of nurse faculty are a nationally and internationally 
recognised problem that has not yet been fully explored and research that explores the 
experiences of nurse teachers could provide greater understanding of their professional 
challenges.
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NHS South East Coast (2012, unpublished) Quick Reference Guide to the ‘21 Vital 
Signs of Care, Kindness and Compassion’
Care K indness and C om passion 21 Vita l Signs Q uick Reference Guide
Domain A 
General Care Positive
■ ■ ■ ...... ...........  .....- '
Passive Poor
Patient
centredness
Correct name 
interest in the response 
make themselves clear 
patience what is important to the 
patient
Business like Treated like an object
Rest and Sleep Comfortable position Staff check and reposition
Attempts change of position, 
staff check but do not change 
anything
Sleeping but restless, staff walk by 
patient appears uncared 
staff ignore
Food & fluids
Delivered in a courteous way 
Choices: left accessible 
Menu and food explained 
Help is offered and given
Assistance offered business 
like manner 
Food in reach patient not 
helped to
Help not forthcoming 
Put out of reach 
Help given but discourteously 
Help is too late food cold 
Left out of reach
Supporting the 
patient who 
may be 
disorientated
Offered assistance or reassurance is 
supportive and positive.
Staff assume the person has capacity 
Patience and help the person 
understand.
Use language and skills to help the 
person understand and participate 
with encouragement 
Talk at a good pace use appropriate 
language 
Demonstrate the 5 principles of ttie 
MCA ( regarding decision making)
Responded to verbally in a 
good tone but with a platitude 
Business like response is 
repetitive 
Not encouraged to engage 
Demonstrate at least 3 
principles of the MCA
Ignored: told to be quiet chastised 
Told to sit down 
Patient Is lied to. laughed at 
Demonstrate the less than 3 principles 
of MCA:
Talk too fast do not check 
understanding
Managing pain 
and distress
Attend and demonstrate they are 
trying to support the person, show 
they care through 
Try to resolve the problem
Businesslike do not try and 
comfort the patient or give a 
sense of urgency
Do not respond 
tell the patient to be quiet
Supporting
continence
Discrete, dignified 
Bag covered up, emptied regularly 
discussion about continence 
Not made to feel a nuisance: 
Responded to in a timely way: 
items cleaned away discretely 
Curtains pulled properly
business like:
Care carried out but little 
discussion
Made to feel a nuisance, staff begrudge 
help
Discussion indiscrete 
Curtains not pulled properly 
Continence debris left 
Negative tone of voice 
Request for help is slow
Essentials of 
supportive 
activity
Replaces all items where patient 
wants them 
Staff ask patient if they can help with 
anything else
Replaces some items but 
does not check they are in 
the correct place 
Don’t ask if there is anything 
else that can be done
Items are not replaced 
Do not ask if items are in correct place 
Do not ask if there is anything else that 
they can help with
Domain B -  
Patient/visitor 
Engagement
Positive Passive Poor
Demonstrating 
dignity and 
respect
Demonstrate respect Patient and 
visitor by verbal and non verbal 
communication 
Seeks another worker to attend if 
outside competence 
Helped to not expose themselves 
(nightwear, blankets etc) 
Respect for them as an adult
Business like and uninterested 
(patient and visitor)
Some help to not expose 
themselves (nightwear, 
blankets etc)
Respect for them as an adult
Not referred to by name 
Talking loudly or disrespectfully about 
intimate or personal matters 
No attempt to prevent patient exposing 
themselves:
Treat and speak to the patient in a child 
like way 
Poor response to visitor
Author L Phair 14.4.11 NHS West Sussex Version 5
Positive and 
person centred 
communication
Tells plan of care asks if they have 
questions 
Calls the by correct name, and talk to 
them in an adult to adult respectful 
manner
Stands near the patient when talking 
Casual conversation Communicates 
at correct pace 
Assumes capacity
Interaction respectful focused 
on technical detail, no 
discussion:
Pace satisfactory 
Tells patient plan of care but 
do not ask if they have any 
questions
Called wrong name and does not 
correct it or apologies 
Technical and brisk, focus on task: 
Treated as an object 
No discussion about options 
Pace too fast:
Do not tell what plan of care is
Anticipatory
care
Enquires about health or if they need 
any assistance, responds to concerns 
with actions 
Review of care needs in a meaningful 
way
Check If anything needs to be 
reviewed
Encourages certain activities to help 
prevent complications 
Kept warm {blanket .slippers dressing 
gown)
Engagement simply an 
exchange of information, 
responds to requests for help 
but does not enquire help is 
needed 
Limited assessment needs 
designed to prevent 
complications. 
Opportunities for patient to 
help themselves missed 
Some attempts to keep patient 
warm
No evidence of assessment to prevent 
complications 
No discussion with patient 
No attempt to keep patient warm (sitting 
in night govm, no slippers
Patient
empowerment
Asked their views, understanding, 
consent to intervention, if they have 
any questions.
Appears unrushed; 
Encouraged to complete records: 
Effort to follow the 5 principles of 
MCA
Views asked for but not 
responded to or.
Some engagement but 
obvious opportunities missed
Capacity not assessed: views not 
sought, opportunities for involvement 
taken
Focus intervention, and meeting needs 
of staff, hospital or care pathway
Demonstrable 
care and 
compassion 
when patient 
appears 
anxious or 
distressed
Appropriate physical contact e g 
holding hand touching, therapeutic 
pauses eye to eye contact; 
sensitivity chatting about things 
important to patient: 
Reassurance or empathy
Momentary demonstration of 
care and compassion
No demonstration of care and 
compassion or awareness of the 
distress or anxiety of the patient.
No supportive touch or use of senses or 
supportive or empathie comments. 
Patients feelings appear ignored
Responding to 
the small things
Responds to request for help that is 
not directly associated with their role 
helpfully.
Apologies for any delays, explains 
reasons
Asks if there is anything else they can 
do to help
Responds but in a business 
like way
Ignores requests for help or says it is 
not their job
Participation In 
care
Encouraged to be involved in care: 
Asked to feed back 
Participation in OT /Physio {or similar) 
is encouraged and patient is 
supported during the therapy. 
Refuses to participate, explanation 
given of impact
Encouraged to be involved 
Minimal discussion 
Participation with OT/ Physio 
(or business like 
Treated as an object: 
Chastised for failing at an 
activity
Not asked to participate
Domain 0 Positive Poor
infection 
prevention and 
control and 
patient safety
Patient hand hygiene clinical waste bins Cleaning 
spillages & litter 
Laundry
Patients laundry Gloves Bed rails Use of slippers 
Bed tables and lockers cleared of clinical debris. 
Urinary equipment covered and checked (not allowed 
to fill up over SOOmIs)
Practice not delivered 
Patient hand hygiene clinical waste bins Cleaning spillages 
& litter
Laundry Patients laundry Gloves Bed rails 
Use of slippers Bed tables and lockers cleared of clinical 
debris
Urinary equipment covered and checked (not allowed to 
fill up over SOOmIs
Author L Phair 14.4.11 NHS West Sussex Version 5
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Katherine Curtis 
Health & Social Care 
FHMS
20 November 2011
UNIVERSITY OF
Ethics Committee
Dear Kathy
The Professional Socialisation of Student Nurses: an analysis after 25 years of development in 
nurse education and nursing practice EC/2008/102/FHMS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 14 January 2009.
The final list of documents reviewed by the Committee is as follows:
Document Pate:;,;-/-
Summary of the project 14 Jan 09
Detailed protocol 14 Jan 09
Evidence of agreement of other collaborators 14 Jan 09
Information sheet for participants 14 Jan 09
Consent form 14 Jan 09
Questionnaire/Interview schedule 14 Jan 09
Standard letter 14 Jan 09
Risk assessment 14 Jan 09
Protocol Submission Proforma: Insurance 14 Jan 09
Correspondence from University of Salford 14 Jan 09
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statement advising that the project has been reviewed by the University’s Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons.
You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Aimee Cox (Miss)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee
Appendix 3 UNIVERSITY OFSURREY
Ethics Committee
17 July 2009
Katherine Curtis 
Health & social Care 
FHMS
Dear Katherine
The Professional Socialisation of Student Nurses: an analysis after 25 years of 
development in nurse education and nursing practice EC/2008/102/FHMS.
I am writing to inform you that the Deputy Chairman, on behalf of the Ethics Committee, has 
considered the Amendments requested to the above protocol and has approved them on the 
understanding that the Ethical Guidelines for Teaching and Research are observed and with the 
conditions set out as follows:
• Official confirmation of a favourable ethical opinion from the University of Salford 
Ethics Committee.
If the project includes distribution of a survey or questionnaire to members of the University 
community, researchers are asked to include a statement advising that the project has been 
reviewed by the University's Ethics Committee.
Date of confirmation of ethical opinion: 14 January 2009.
Date of approval of amendment to protocol: 16 July 2009.
The list of amended documents reviewed and approved by the Chairman is as follovys:-
JClWrnqnt .3 ^  /  _ f  * \ Date :
Participant invitation letter 16 July 09
Participant information sheet 16 July 09
Interview guide for nurse teacher participants 16 July 09
Risk assessment 16 July 09
Consent form 16 July 09
Yours sincerely
Aimee Cox (Miss)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee
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Appendix 5a ^  U N IVER SITY O F
SURREY
Date
Dear student.
Request for participation in a research study:
The Professional Socialisation of Student Nurses: an analysis after 25 
years of development in nurse education and nursing practice.
I am a registered nurse and a post-graduate research student from the University of 
Surrey. I am conducting a research study to explore student nurses’ experiences during 
their preparation to become registered nurses. I am hoping to interview some student 
nurses at die University of Salford during a visit from state dates. Each interview will 
take approximately an hour and each student nurse will only be interviewed once. 
Participation is voluntary.
I enclose an information sheet to give further details of the research and how you can 
volunteer.
Thank you for taking the time to read this letter. I would be very gratefiil for volunteers 
and thank you for considering this request.
Yours sincerely.
Katherine Curtis, RON 
PhD student
Division of Health and Social Care 
University of Surrey
jK  U N IVER SITY O Fm SURREY
Research Study Information Sheet for Student Nurses
The Professional Socialisation of Student Nurses: an analysis after 26 
years of development in nurse education and nursing practice.
Researcher: Katherine Curtis
email address:
I am a registered nurse and a research student, currently doing a PhD at the 
University of Surrey. You have been given this information because you may be 
interested in taking part in my research study.
Before you decide to participate, please read the information below to enable you 
to understand why the research is being done and whether you wish to take part. 
If you have any questions please email me using the email address provided 
above and I will be happy to answer them.
Thank you for considering this request.
What is the purpose of this research study?
This research aims to explore the factors that help and hinder student nurses 
today in their journey to becoming a registered nurse. It is particularly interested 
In how student nurses are socialised into the nursing profession. It is hoped that 
this research will allow a comparison over time as similar research was carried 
out in the 1980’s and since then there have been many changes in both nurse 
education and in nursing practice. An understanding of the professional 
socialisation of student nurses today may help to create strategies that improve 
future student experiences of nurse education.
Why is a researcher from the University of Surrey interested in student 
nurses at your University?
Your University provides a programme of nurse education similar to that provided 
by the University of Surrey. The researcher may be known to some of the 
students at Surrey and so needs to interview students from another University, 
so as not to influence the students’ responses. The two Universities have a long 
standing collaboration for the purposes of nursing research.
- 1 -
Do I have to take part?
It is your decision whether or not to take part. If you decide to take part you will 
need to email the researcher who will then contact you to arrange the interview. 
At the interview the researcher will give you a copy of this information sheet to 
keep and ask you to sign a consent form. You will be free to withdraw at any 
time and without giving a reason. Participation in the research or withdrawal 
from it will not affect your student status or rights in any way.
What will taking part involve?
A face to face Interview that will be recorded for the purposes of helping the 
researcher collect the information you provide. The digital recording will be 
transcribed (written word for word) after the interview and a copy will be sent to 
you by email if you want it, to give you the opportunity to check that the content 
of the written transcription accurately reflects your interview. The researcher will 
take some notes and both the notes, digital recordings and transcripts will be 
kept safely for the purposes of the research and then destroyed. You will not be 
identified by name or any other person specific details. You will be given a 
pseudonym and only the researcher will have access to your contact email and 
the consent form, ensuring your confidentiality and anonymity at all times in 
accordance with the Data Protection Act 1998. The research proposed has been 
reviewed and approved by the Ethics Committees at both your University and the 
University of Surrey.
What are the potential disadvantages of taking part?
No harm or risk is associated with taking part.
What are the potential benefits of taking part?
While there may be no direct benefit to you in taking part, it is hoped the 
information you provide will enable a more in depth understanding of the 
professional socialisation of student nurses. Your experiences and views are 
important to the future development of nurse education.
What do I have to do if I want to take part?
If you decide to take part all you have to do is email the researcher and the 
researcher will reply by email to make an appointment with you for the interview. 
The interview will take place on your campus on a date and at a time convenient 
for you.
Please email the researcher at k.m.curtis@surrev.ac.uk for any further 
information or clarification on any of the information above.
Thank you for taking the time to read this information.
Katherine Curtis
- 2 -
Appendix 5b ^  U N IVER SITY O F
SURREY
Date
Dear Nurse Teacher,
Request for participation in a research study:
The Professional Socialisation of Student Nurses: an analysis after 25 years of 
development in nurse education and nursing practice.
I am a registered nurse and a post-graduate research student from the University of 
Surrey. I am conducting a research study to explore student nurses’ experiences during 
their preparation to become registered nurses. I am hoping to interview some of the 
teachers on the Adult Nursing programme at your University during two planned visits: 
provide dates. Each interview will take about an hour. Participation is voluntary.
Attached below is an information sheet to give you further details of the research. This 
research has been reviewed and has been given a favourable ethical opinion by the 
University of Surrey Ethics Committee and your University’s Ethics Committee.
Thank you for taking the time to read this letter. I would be very grateful for volunteers 
and thank you for considering this request.
If you would like to volunteer, please email me suggesting a one hour period when you 
would be available during one of my visits: provide dates and times
If you have any questions please don’t hesitate to contact me at
Yours sincerely,
Katherine Curtis, RGN 
PhD student
Division of Health and Social Care 
University of Surrey
U N IVER SITY O Fm SURREY
Research Study information Sheet for Nurse Teachers
The Professional Socialisation of Student Nurses: an analysis after 25 
years of development in nurse education and nursing practice.
Researcher; Katherine Curtis 
email address:
I am a registered nurse and a research student, currently doing a PhD at the 
University of Surrey. You have been given this information because you may be 
interested in taking part in my research study.
Before you decide to participate, please read the information below to enable you 
to understand why the research is being done and whether you wish to take part. 
If you have any questions please email me using the email address provided 
above and I will be happy to answer them.
Thank you for considering this request.
What is the purpose of this research?
This research aims to explore the factors that help and hinder student nurses 
today in their journey to becoming a registered nurse. It is particularly interested 
in how student nurses are socialised into the nursing profession. It is hoped that 
this research will allow a comparison over time as similar research was carried 
out In the 1980’s and there have been many changes in both nurse education 
and In nursing practice in the last 26 years. An understanding of the professional 
socialisation of student nurses today may help to create strategies that improve 
future nurse education.
Why is a researcher from the University of Surrey interested in the 
professional socialisation of student nurse at your University?
Your university provides a programme of nurse education similar to that provided 
by the University of Surrey. The researcher is known to both the students and 
teaching staff at Surrey and so needs to interview students and staff from 
another University, so as not to influence the responses. Our two Universities of 
have a long standing collaboration for the purposes of nursing research.
Do I have to take part?
It is your decision whether or not to take part. If you decide to take part you will 
need to email the researcher who will then contact you to arrange the interview. 
At the interview the researcher will give you a copy of this information sheet to 
keep and ask you to sign a consent form. You will be free to withdraw at any 
time and without giving a reason.
What w ill taking part involve?
A face to face interview that will be recorded for the purposes of helping the 
researcher collect the information you provide. The digital recording will be 
transcribed after the interview and a copy will be sent to you by email if you want 
it, to give you the opportunity to check that the content of the written transcription 
accurately reflects your interview. The researcher will take some notes and both 
the notes, digital recordings and transcripts will be kept safely for the purposes of 
the research and then destroyed. You will not be identified by name or any other 
person specific details. You will be given a pseudonym and only the researcher 
will have access to your contact email and the consent form, ensuring your 
confidentiality and anonymity at all times in accordance with the Data Protection 
Act 1998. This research has been reviewed and has been given a favourable 
ethical opinion by the University of Surrey Ethics Committee and your 
University’s Ethics Committee.
What are the potential disadvantages of taking part?
No harm or risk is associated with taking part.
What are the potential benefits of taking part?
While there may be no direct benefit to you in taking part, it is hoped the 
information you provide will enable a more in depth understanding of the 
professional socialisation of student nurses. Your experiences and views as a 
nurse teacher are important to the future development of nurse education.
What do I have to do if  I want to take part?
If you decide to take part all you have to do is email the researcher and the 
researcher will reply by email to make an appointment with you for the interview. 
The interview will take place on your campus on a date and at a time convenient 
for you.
Please email the researcher for any further Information o r clarification on 
any o f the information above.
Thank you for taking the time to read this information.
Katherine Curtis
 ^ ^  UNIVERSITY OF
#  S U R R E Y
Consent Form:
The Professional Socialisation of Student Nurses: an analysis after 25 
years of development in nurse education and nursing practice.
I the undersigned, voluntarily agree to take part in the above research study.
I have read and understand the information sheet provided and have a copy for 
my own reference purposes. I have had the purpose of the research explained 
and understand what I am expected to do. I have been given the opportunity to 
ask questions about the research and have understood the information given to 
me as a result of my questions.
I consent to my personal data, as outlined in the accompanying information 
sheet, being used for the research project detailed in the information sheet, and 
agree that data collected may be shared with other researchers or interested 
parties. I understand that all personal data relating to volunteers is held and 
processed in the strictest confidence, and in accordance with the Data Protection 
Act (1998).
I understand the results of this research may be published or used within 
conference presentations, and that I will not seek to restrict the use of the results 
as long as my anonymity is preserved.
I understand I am able to withdraw from the research at any time without 
prejudice to me or giving explanation.
I agree to the interview being recorded for later transcription and understand I will 
have the opportunity to check that the content of the transcription reflects my 
interview by providing my email address below.
I confirm that I have read the above, have been given adequate time to consider 
all points, and freely consent to participate in the research.
Name of Participant: ........................ ................ . email:
Signature of Participant: ..... ..................................  Date:
Name of Researcher: ..............................................................
Signature of Researcher:   Date:
Digital recording onto Folder A B C D date;......................... time:
Saved to .........................................(.wav)
Appendix 7a
Outline Interview Guide
The Professional Socialisation of Student Nurses: an analysis after 25 years of
development In nurse education and nursing practice
Equipment required:
e quiet room without distractions, with comfortable seating and a table
* consent forms
« paper copies of the information sheet for students
• comfort articles for participants -  water, tissues
o digital recorder and spare batteries
Ô notebook with questions guide and to make observations
Interview schedule:
® introduce self as the researcher
® re-emphasise voluntary nature of participation
© re-emphasise protection of confidential information and anonymity
® obtain written consent and provide paper copies of information and signed
consent
® remind participant of their freedom to leave at any time 
© commence digital recorder
General Questions to encourage participants to express their spontaneous 
thoughts about their experiences during their nursing programme - open to 
revision as the interview proceeds so unforeseen lines of enquiry can be 
pursued, but loosely to include the areas of interest below.
Interview Guide -  first draft tor Ethical approval appl ication and exploratory interviews
To pu t the p a rtic ip a n t a t ease, the interview will commence with some general and easy to 
answer closed questions about their programme:
# How long have you been a student here? (to verify which year of their programme they 
are in: f i r s t ,second or third)
• Are you on the diploma or degree programme?
« Which branch of nursing are you studying?
To exp lo re  th e ir  th ou gh ts  and experiences about their professional socialisation, some o f the 
following open questions may be used:
What does it mean to you to become a registered nurse?
What do your friends and family think about you learning to become a registered nuise? 
What is being a student nurse like?
Please could you share with me some o f the experiences in practice placements that 
have influenced how you feel?
What or who has made one placement better than another?
Have you experienced any ‘high points’ or ‘low points’ during your practice placements? 
Who or what has helped you to understand and manage these emotions?
What do you do or who do you go to if you have a worry, or experience a problem, while 
on a practice placement?
How do you know you are learning and developing?
Which of your characteristics or abilities do you think your practice mentors’ most value? 
Why these characteristics?
How do taught sessions and your practice placements link together?
What are your experiences of the taught sessions at the University?
What makes one taught session better than another?
What do you do or who do you go to if you have a worry, or experience a problem, during 
the University based sessions?
How do the University staff support you while you are on practice placements?
How do the University staff help you to make sense of your practice experiences?
Which o f your characteristics or abilities do you think your University staff most value? 
What has most influenced your learning so far on the programme?
What do you find most helpful while learning to be a nurse?
What do you find least helpful while learning to be a nurse?
In what direction do you see your career developing?
What has influenced this choice?
is there anything else you think would help me to understand the experiences you have 
shared with me?
Some com m ents fro m  partic ipants  may be further explored and may include:
•  their own experiences o f being ‘cared for’ or ‘valued’ as a student and as an individual by 
mentors and other staff
® their feelings of ‘belonging’ within a placement and within the profession of nursing
e their thoughts about the organisation and leadership in practice placements
•  details of factors within their experiences that have helped or hindered their progression, 
such as homesickness, self-confidence, prior ‘caring’ experiences such as employment 
as a Health Care Assistant
• influences on their progression due to accommodation, transport, financial concerns
•  how their feelings may have changed during their 3 years or since they started the 
programme
• what their thoughts are on how to improve the education o f nurses
Finally, the participant will be thanked for their time and for sharing their experiences and 
thoughts with the researcher. They will be asked of they want an electronic copy of their 
transcribed interview sent to them via email.
Interview Guide -  first draft for Ethical approval application and exploratory interviews
Appendix 7b
Outline interview Guide for The Professional Socialisation of Student Nurses: an analysis
after 25 years of development in nurse education and nursing practice
Equipment required:
quiet room without distractions, comfortable seating and table, water, tissues
consent forms and paper copies of the information sheet for students
digital recorder and spare batteries, notebook with questions guide and to make observations
Interview:
introduce self as the researcher interested in nurse education
re-emphasise voluntary nature of participation, protection of confidential information/anonymity 
obtain written consent & provide paper copy to student, plus determine if want transcript emailed 
remind participant of their freedom to leave at any time and commence digital recorder
Background Information to settle the participant:
1. How long have you been a student here?
» Are you on the diploma or degree programme and which branch of nursing?
• Why did you decide to become a nurse?
2. Can you tel! me about your most recent placement and your feelings and 
experiences when caring for patients/clients?
• What do you think makes a ‘good’ nurse?
• Where or from who have you learned how to care?
• Are some placements easier than others to demonstrate you care?
• What do you understand by ‘compassion’?
• Will you be able to be a compassionate practitioner when you qualify? 
e How do you manage the emotional demands of nursing?
• Do you think you need to be ‘tough’ to be a nurse?
3. What are you learning about compassion and the emotional demands of nursing in 
your University based sessions?
• Do University teachers help you to prepare for and make sense of your practice 
experiences?
4. If you could change anything about your preparation to becoming a registered 
nurse, what would you change?
Participant will be thanked for their time and for sharing their experiences and thoughts with the 
researcher.
Interview Crukle -  revised version
A p p e n d ix  7c
Interview Guide for Teachers
The Professional Socialisation of Student Nurses: an analysis after 25 years of
development in nurse education and nursing practice
Equipment required:
quiet room without distractions, comfortable seating and table, water, tissues
consent forms and paper copies of the information sheet for teachers
digital recorder and spare batteries, notebook with questions guide and to make observations
Create a relaxed environment to promote active listening
Interview:
introduce self as the researcher interested in nurse education and re-emphasise voluntary
nature of participation, protection of confidential information/anonymity
obtain written consent & provide paper copy to participant, plus determine If want transcript
emailed
remind participant of their freedom to leave at any time and commence digital recorder
Background Information:
How long have you been in nurse education?
Is there an aspect of the curriculum where you have a particular teaching interest?
«
1. Curriculum content
• In your own mind what do you see at the main aims of pre-registration nurse education? 
« Values: what do you consider are the main professional values in nursing?
2. Acquiring values of nursing profession
® Have you heard/read anything in the press recently in relation to compassion in nursing?
• What do you understand by compassion?
® As teachers how can we help to instil professional values into student learning?
• Do you see any difficulty in helping student nurses to develop and utilise professional 
values such as compassion?
« Can you give me some examples of how students learn professional values?
® In what ways does the curriculum support the development of compassionate practice?
• How do the nurse teachers help students to manage the emotional demands of nursing 
practice?
• How can clinical staff help students to manage the emotional demands of nursing?
3. Is there anything you would like to change to improve the preparation of our future 
nurses?
Participants will be thanked for their time and for sharing their experiences and thoughts with the 
researcher.
Request to view some timetables and module learning outcome lists.
Interview  Guide -  Nov.2(X)9 version
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Appendix 8a
having opportunities to be with patients
Overview
NODE Free Node 
TYPE
Content
le x i
FILE & LOCATION REFERENCES COVERAGE
lntemalsÆP2 (P4 
transcription DW-B0016)
2 3.50 % view detail;
lnternals\P1 (P7 
transcription DW-A0020)
1 0 .93% view detail:
lnterna!s^3 (P10 
transcription DW-D0024)
1 0.28 % view detai:!
lnternals\P8 (P I 9 
transcription DW-C0034)
1 2.81 % view clolaik
lnternals\P11 (P22 
transcription DW_B0039)
1 0 .95% view delatl:
having opportunities to be with patients
SUMMARY TEXT
Text
References
REf- NO. COVERAGE CONTENT
1 0.93 % I like being with people to be honest, and I like talking to people and I like helping people, and that's
what I like about being a student because in our lectures they say if you ever have nothing to do, 
then go and tali'; to a patient. So I am kind of relistiing this time because I know once I’m qualified I 
won'fhave that much time to go and sit witli patients and spend so mucli time with tliem.
O Q S R
Appendix 8b
Linked Memo/s to the Selective Code: ^Understanding the RN role*
Students are exposed to a range of different interpretations of what a RN is and does.
The students cannot see the difference between the HCA role in providing essential caring 
such as washing, dressing, feeding, and the RN role in that care, except for the time available 
for it and the 'other things’ a RN is expected to do that a HCA cannot do such as the 
medications, complex interventions, liaison with other members of the MDT, etc. This lack 
of definitive role expectations is confusing for them.
Students respect the RNs who can balance the two demands and still provide the bedside care 
and believe this is the best way to really know patients' needs and this is what nursing should 
be about, doing the little things that matter.
Students have firm understanding of what the values and ideals in nursin g should be, citing 
caring and compassion, building therapeutic relationships, talking to patients so they can 
provide individualised care and manage patients' fears, providing a good death when curing is 
not possible, being able to teach others, being non-judgemental, non-discriminatoiy, 
confident and skilful, providing good quality and evidenced based care, health promotion and 
managing conditions, and treating people as they would want their friends and family treated.
Students find the paperwork expectation on the RNs impacts upon their role and puts one of 
the reasons for this down to the fear of litigation.
Students are concerned about the media representation of nursing, feeling it represents the 
worst aspects and not all the excellence that exists. They find it confusing that they are 
learning how to undertake all the 'jobs' a HCA does by being asked to work alongside HCAs 
and provide the essential care, and not leaining all those 'jobs' that the RN is required to do 
because the 'work' has to get done.
Students have been exposed to placements where the roles are more defined and where RN 
values appear to be adhered to by more staff, more often. By moving from placement to 
placement they see the wide variation not apparent to the staff worldng within each 
placement.
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Appendix 9b
20/11/2011
v S u ( # Y
The Student Experience of 
Socialisation in 
Compassionate Care
Kadty Curtis (pnncipal researcher), Post-Graérate Hesearch 
Student and Senior Tutor, University o f  Surrey. U.K.
DrKhim  Horton, Somor Lecturer, University o f  Surrey 
Professor Pam  Smith, Professor Nurse education. Centre fo r
Research in Nur^ng and M idwifery education, ilniversity o f  
Surrey; and Head o f  Nursing. School o f Health In Social 
Science, University o f Edinburgh
Overview of Presentation
Brief overview of findings 
Rationale for research in compassionate care 
Meaning of compassion in healthcare 
What is socialisation in compassionate care? 
A  focus on the student experience of 
socialisation in compassionate care 
Implications of the findings for practice and 
education
Brief Overview o f Findings
Students defined nursing as engaging in compassionate care
Students experienced benefits: therapeutic outcomes for 
patients and personal/professional satisfaction
Students experienced uncertainty: tire Registered Nurse role as 
'provider of care' versus 'manager of care team'
Students experienced risks: disparity between professional ideals 
and practice reality leading to moral, emotional and 
professional/career vulnerability
New  understanding of professional socialisation in 
compassionate care arose demonstrating students balancing 
between future RN role intentions to  uphold professional values 
or potentially succumb to constraints on compassionate care
Rationale for Research in Compassion
• A required component of healthcare provision
• Upsettingaccounts from patients and families of a 
perceivedlack of compassionate care
e.g. 16 distressingstories related to vulnerable people, some 
who wore at the end of their life;
'At one point a Staff Nurse told me that my husband was not their 
only patient and that it was not a one-to-one nursing 
situation...My last words to some of the staff were that your 
lack o f compassion disgusts me. All nurses should remember 
what the definition o f a nurse is.'
The care o f John David Orako recounted by his w idow M argaret Drake
Tlie Patients Association (2009J
What is compassion?
Dictionary definitions of compassion agree that It  is: 
'sympathetic pity and corxzern for the sufferings or misfortunes 
of others accompanied by a desire to relieve that suffering'.
A complex concept with a combination of moral and practical 
dimensions comprising; values, emotions, virtues, and 
behaviours.
e.g. 'caring about' another person (a moral dimension) and not 
just'caring for' them {a ixactical dimension)
What do we mean by 
"compassion' in healthcare?
a professional value and a dimension of healthcare ...
The NHS Constitution states its core values as: Respect and Dignity; 
Commitment to Quality o f Care; Camftcushrr; (mpiovfiigtfves; 
Working Together for Patients; and Everyone Counts (DU 2009:12)
Tire Nursiitg Roadmap for Quality states that the profession must; 
revitalise the universal values of care and compassion among 
nurses and midwives (NMC 2010:6)
The BritisI) Medical Association lists 6 dimensions for doctors to 
include in their provision of patient-centred care and the first 
dimension is ‘compassion, empathy and responsiveness to needs, 
values and expressed preferences’(BMA 2011:3)
20/11/2011
in the NHS Constitution (2009) the UK 
Department o f Health defines the value 
'Compassion' as:
'We respond with humanity and kindness to each 
person's pain, distress, anxiety and need; searching 
for the things we can do, however small, to give 
comfort and relieve suffering. We find time for those 
we serve and work alongside. We do not wait to be 
asked because we care'. (DH 2009:12}
What is socialisation in 
compassionate care?
Professional Socialisation is; the acquisition o f  knowledge, skills, 
and sense o f  id en tity  th a t Is characteristic o f  a m ember o f  th a t  
profes.sion and involves the in terna lisa tion  o f  the values and  
norms o f  the professional group in to  the person's own behaviour 
and self-conception.
(Jacox 1978}
Socialisation in compassionate care involves the in terna lisa tion  o f  
compassionate care as characterised by members o f  the 
profession in to  the person's ow n behaviour and self-conception.
What is already known about student nurse 
socialisation in relation to caring knowledge, 
caring skiffs and caring behaviours?
1980’s
Students experience difficulty 
understanding expectations 
because of the segmentation in 
their education: Knowing what 
is expected of them from theory 
segments or practice 
segments, a theory-practice 
I gap (Melia 1984)
1990’s
Students' caring aspirations diminish 
during their education as they engage 
in the emotional labour of nursing: they 
start out 'fresh and enthusiastic' and by 
the end of their 3 year programme 
become'cynical and disillusioned', less 
able to see the person behind the 
cSsease’ (Smith 1992)
2000’s 1
Students need to fit in and get Ihe work done ’whch can resutt in personal and 
professional dissatisfaction and risk of attrition (Mooney 2007, Mabon et al.
2007). Students display reduced 'caring behaviours’ at the end of programmes 
compared to (he start (MacKintosti 200G, IVturphy et al. 2009)
T he  s tu d e n t e x p e rie n c e  o f  socia lisation  in 
co m p ass io n a te  care: research  q u estio ns
• What are student nurses' socialisation experiences 
in compassionate care within 21 *^ Century nursing 
in England?
• What concerns do student nunies have in relation 
to providing compassionate care?
• What strategies do student nurses use to manage 
their concerns about providing compassionate 
care?
Methodology:
• Remote recruitment of student nurse 
participants (n=19)
• Supplementary sources o f data
• The Glaserian approach to GT and analysis of 
findings
• Using memos and managing data
• Insider knowledge and remaining open to 
students' experiences
Students' socialisation experiences, 
concerns and strategies:
Concerns 'bridging' the ideals of compassionate 
engagement with the reality: too little tim e to talk or 
'be with' their patients when they qualified
Uncertainty about compassionate care within the RN 
role when 'caring activities' were delegated to care 
assistants
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Jjpf -js
It would be nice if  
ei^iybody hatS 
compasision bul not 
evefybody does
You just havent had  
time to hok after 
patients properly like 
you've been taught
I  strongly disagree with 
the MacDonaldisation' 
ofnursing
Naming mquires time wHlt 
indiwdualpatients to help 
you uiulef stand what they 
are going through
The words in the recording are taken from  the paiticipants' transcripts, 
the voices and photos are not tliose of the participants
Students' socialisation experiences, 
concerns and strategies:
Students expressed intentions to build therapeutic 
relationships where time to talk enabled empathy to 
develop, and empathy enabled compassion to be 
enacted
Students recognised that there could be 
consequences for their own emotional well-being 
through compassionate engagement with patients: 
both positive (a feeling of satisfaction) and negative 
(emotional exhaustion or distress)
I know once I'm  qualiiiedi 
won’t have so much time to 
talk
Some nurses forget that's 
a person and see the  
atcohoUc 'or the druggie'in 
hay2.
H er prognosis wasnt very good. I  c a n t realiy 
explain ttretype o f relationsltipvmhad but I  
think about her all the lime. I  like to m ake other 
people feel good hut sometimes to the 
detriment o f m y own health
Building that 
relationshipwas 
two vulnerable
m e and the patient
m
The words in llie  recording ai e  taken from  the participants’ transcripts, 
the voices and photos are not those of Che participants
Students' socialisation experiences, 
concerns and strategies:
Students expressed the opposing pull of 'fitting in' 
and 'doing what they know to be right’ and were 
uncertain of the professional boundaries to 
compassionate care
Students could foresee challenges to their own moral 
endeavour and the potential for professional 
dissatisfaction and personal disappointment
You want to fit in when you 
qualify... I  suppose it miglit 
he realiy difficult gelling a 
balance between doing 
what is right for the 
patients and what is right
I  hear mentors tell m e that I can he all idealist 
because I'm  only new, hut when you're qualllied 
and you've worked for years h 'II change
I ’m  a student, and I'm  nineteen, and thinking 
about getting sued, it's quite scary.
T im  woi de in Urn recording are taken from  Ih e  participants' transcripts, 
ttfv voices an il photos are not those o f the participants
Findings:
Students expressed a desire to build compassionate and therapeutic 
relationships -  m eetingtheir personal and the piolesslonal Ideals and 
expectations
Students saw benefit for patients and professional satisfaction for 
themselves through the enactment of compassionate care
Students had concerns about how compassionate care might exist within 
differing Registered Nurse role concepts: provider of care versus manager of 
care team
Students identified risks to their future personal emotional well-being and 
professional satisfaction due to the disparity between professional ideals and  
the reality they experience
Professional socialisation resulted in students rnanagingtheir concerns 
through an attem pt to balance between the idealistic intentions evident 
within their professional guidance and Codes of Practice, and what they see 
as realistic opportunities for ongoing provision of compassionate care once 
they become Registered Nurses
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Professional
idealism
Witnessed
Realism
DMnn persan»! 
end professtons)
ChattenftoiRwadofl
4>Cuit(s^M: devised from students' experlenct
Balancing Between Intentions to engage or not 
in compassionate relationships:
dealism. Realism
Set 
relationship 
boundaries that 
limit risks to 
personal well­
being
Engage in 
compassionate \ 
relationships \ 
for the benefit \  
of patients and \ 
self
S' CtKtU 2011: devisadffow students' expcri*
Ttiey (RNs) were 'hard' and I was 'soff...
One student's residual uncertainty in the professional 
expectations of compassionate engagement:
Coming bock to practice after a  fe w  days o ff I was told he (a  patient) hod 
died the day before, so I  ivoi devastated. I fe lt I gave all my feelings 
towards him and I really tried to have this therapeutic compassionate 
connection with him. I  think all my life I am going to be a  bit upset about 
him you know. Building that relationship was two vulnerable people, the 
nurse and the patient. For me it was really traumatic because my patient 
died but fo r them (RNs) it  was just another person who died... I fe lt it 
was a  bit harsh what they were doing, they were a  bit hard you know, 
while I was a bit soft.
This student had not been socialised in compassionate care but into 
3 state of uncertainty: not agreeing with the witnessed RN 
txrhaviour yet not feeling her own behaviour was that expected 
of a RN.
Student perspective of
Extremes in Providing Compassionate Care:
OCurti»201 i: devised from students' experiences »nd their perception of patients’experiences
Student perspective of
Extremes in Receiving Compassionate Care:
<>Curtift 201Y: devised from students' experiences and their perception of patients* «
Answers to  the research questions:
n«r4«V ©xperteiîtes ' 
o f compassionatecaro? __
The students are 
experioncinga 
dispat ity between the 
reality of
compassionate care 
in practice and the 
expected professional
, What do '■
studen I  muses have  
in relfSfion to 
pfoWdfng
compassionote ca< a?
Students are left 
uncertain o f  how to  
enact compassionate 
care within the  
constraints on RN 
practice, particularly 
the perception of 
lim ited tim e available 
to  talk with patients 
when they become 
qualified
do
sbudentnarstsuse 
tonianage tbêlr 
r-iwcesnsaboifi 
providing 
compjisslonaio
Students a te  (eft 
balancing between  
in tentionsto live up 
to  their peisonal 
Ideals and the  
proi«ssiona’t ideals, 
and intentions 
related to  em otional 
self-preservation
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Some further thoughts:
Socialisation in compassionate care involves 'the
in terna lisa tion  o f  compassionate care as characterised by 
members o f  the profession in to  the person's ow n  
behaviour and  self-concep tion', ye t students f in d  
themselves a ttem pting  to  balance between the disparity  
o f  taugh t professional ideals and  witnessed practice.
Haw can we as healthcare educators resolve the disparity?
We need to support leadership w ith in  practice environments 
so th a t hea lth professional socialisation enables students 
and qua lified  s ta ff  to  thrive as compassionate 
practitioners, ra th e r than compromise the ir professional 
values and ideals in  order to survive reality.
Research Conclusions:
Student nurse socialisation in compassionate care is 
experienced as;
• idealism -  realism disparity
• uncertainty in RN role expectations
• feelings of personal vulnerability
In order for compassionate care to thrive:
• Support practice leadership that values compassionate 
care
» Clarify the conceptof compassionate care within modern 
RN role expectations
• Recognise that enactment of compassion requires time 
and support for emotional engagement with patients, in 
turn reducing the sense of personal and professional 
vulnerability
Any Questions?
The UohrtrîKy of Surrey Campus
AH refw ent^s as.cd wUhIn ihkprAsem tatkm  areprovW ed w ith in  the 
NEÏ2011 copyofthbpaper.
K.Curtis@surrey.ac.uk
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The Student Experience of Socialisation in Compassionate Care.
Kathy Curtis, Post-Graduate Research Student and Senior Tutor, University of Surrey
Background: Compassion is a complex concept and its meaning and value are important to 
understand In the context of healthcare. Compassionate care is an expectation of those accessing 
healthcare and of those providing healthcare. Reports of poor standards of care in some United 
Kingdom (UK) hospitals and nursing homes over recent years, often associated with a lack of 
compassion, have distressed the public and healthcare professionals alike (Age Concern 2006, The 
Patients’ Association 2009, Hill 2010, Department of Health (DH) 2010a).
Currently, the UK Department of Health (DH) is raising awareness of the Importance of 
compassionate care and aiming to measure and monitor it through the introduction of quality 
indicators (DH 2008a, DH 2010b). The measurement of compassion has generated concern among 
healthcare professionals, particularly in relation to how it would be achieved and how it might rely 
upon appearance and outcome only, potentially encouraging a facade of compassion (Bradshaw 
2009, Sturgeon 2010).
Compassion can be defined as an emotional and moral response to people, particularly to those who 
are suffering, and It comprises emotions, values and behaviours (von DIetze and Orb 2000, Schantz 
2007, van der Cingel 2009, Goetz el: al. 2010). Compassion requires ‘caring at)Out' people and not 
just ‘caring for’ people (Chambers and Ryder 2009). A focus on compassionate care has been 
increasingly evident within published literature and healthcare guidance during the last 10 years, with 
compassion recognised internationally as a component of caring among nurses, doctors and allied 
health professionals (Stephenson et al. 2001, Verrna et al. 2006, Edinburgh Napier University and 
NHS Lothian 2008, Goodrich and Cornwell 2008, Hudacek 2008, British Medical Association 2011). 
The provision of compassionate care Is an explicit expectation within the Nursing Profession of the 
UK according to standards set by the DH and the Nursing and Midwlfeiy Council (NMC) (DH 
2008a&b, NMC 2008, DH 2009, DH 2010b). For student nurses, compassion is an Identified 
competency within the essential skills required for UK programmes of nurse education (NMC 2010).
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There are currently concerns that nurse education is not enabling students to learn to care but that 
their caring aspirations and behaviours diminish as they progress through their professional 
preparation and Into qualified nursing practice (Smith 1992, Mackintosh 2006, Murphy et al. 2009). 
This may be due to factors such as coping with the reality of practice demands and the sustainability 
of their ideals, and in turn these could lead to feelings of personal disappointment, professional 
dissatisfaction, and some attrition from the profession (Maben et al. 2007, Mooney 2007).
Compassion within the relationship between healthcare professional and patient can have emotional 
consequences for the individuals concerned. For this reason, the expectation of compassion requires 
careful consideration if It is to be beneficial within the caring relationship and not detrimental to the 
personal well-being of those providing care. Nursing also requires ‘emotional labour’, a concept that 
explains how emotions are managed in order to provide care (Smith 1992). Emotional labour can 
therefore be seen as linked to the emotional engagement required in compassionate care. Despite 
the expectation for emotional engagement, practice leadership and educational provision for 
emotional labour and student learning Is still deficient (Gray 2009, O’DriscoIl et al. 2010).
Within this paper, the expectation for compassion In nursing Is considered In relation to education and 
students’ socialisation into the nursing profession. Compassionate care could be another way of 
describing quality in nursing practice but it also involves an expectation of emotional engagement 
between nurse and patient. Student nurses are expected to develop an understanding of care that is 
provided In partnership with patients, respecting the dignity and autonomy of the individual, taking 
time to listen, to talk and to understand because they care, and through moral choice doing the small 
things that matter to the Individual in their care so they feel cared for and cared about (Gallagher 
2007, Schantz 2007, RON 2008, Johnson 2008, van der Cingel 2009). The quality of nursing care 
provision is influenced not only by the individuals engaged in caring but also by the environment in 
which caring takes place, such as that created through leadership in practice (O’DriscoIl et al. 2010).
Method: Using Glaserian Grounded Theory (Glaser and Strauss 1967, Glaser 1992, Artinian et al.
2009), the experiences of student nurses were explored to develop new understanding of their 
socialisation in compassionate care. One to one interviews with 19 student nurses were conducted 
and digitally recorded, with each participant interviewed in depth and on one occasion. Recordings 
were transcribed verbatim and management of the data was facilitated by the use of research 
software. Transcripts were analysed through line by line coding and constant comparison, with 
theoretical sampling then used to gather further data that would increase understanding of the 
students’ experiences. The transcripts were further analysed alongside data from five nurse teacher 
interviews, through the use of extensive memos. The nurse teacher participants were recruited from 
the faculty where the student programme was managed. In order to increase understanding of the 
student experience further memos were used that explored of findings from published Care Quality 
Commission (CQC) National Health Service (NHS) Staff Surveys (CQC 2009a) and Patient Surveys 
(CQC 2009b) from the same geographical region as the students’ university and practice placements. 
The NHS region in which these surveys were undertaken scored better than the national average in
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most of ttie quality dimensions and the University from where the nursing programme was provided
had a reputation for strong professional ideals, an active research environment, and a philosophy of
student centred learning and support. This is important to note in that it provides a context to the 
participant experiences, that of an environment with opportunity for positive professional socialisation 
experiences. Through substantive (open and selective) coding, the students’ concerns about their 
socialisation experiences and how they managed these concerns emerged from the data. Their 
concerns centred on three main aspects of their socialisation:
• their understanding of the role and values of the Registered Nurse,
• their intentions to engage in compassionate nursing, and
• their feelings about managing the constraints that challenge compassionate care.
Findings; The research found that despite an environment where NHS surveys demonstrated better 
than average results and an education programme with a strong focus on professional values, student 
nurses experienced tension between aspects of their professional socialisation. This tension left 
students balancing between opposing intentions towards providing compassionate care (figure 1).
Engage in 
compassionate 
relationships 
for the benefit 
of patient and 
self
Commit to 
uphold 
personal and 
professional 
ideals in any 
future role /
Balancing
Between
Intentions
#
\
Identify a future 
career pathw ay 
that fits 
personal and 
professional 
ideals
Set relationship 
boundaries that 
lim it risks to 
personal 
emotional well­
being
Figure 1: Student Socialisation in Compassionate Care: balancing between intentions
For the purposes of this brief conference paper, one aspect of the students’ uncertainty and 
consequent balancing between intentions has been presented: whether to engage in compassionate 
relationships for the benefit of their patients and themselves or to set relationship boundaries that 
minimise the risk to their personal emotional well-being.
From the student experience data, professional socialisation experiences were found to leave 
students feeling emotionally vulnerable and at risk of moral distress, sometimes uncertain of how to 
enact the personal and professional ideals and values to which they aspired. Their intention to 
engage compassionately and the perception of opportunities to do so were influenced by the support 
structures available to them including support for their emotional labour. Professional boundaries to 
emotional engagement with patients were of concern to the students who were uncertain of where the 
boundary line was drawn and unsure of ‘how close was too close’ and when to limit emotional 
engagement for their own personal emotional well-being. The students felt vulnerable to constraints 
they perceived were outside their control and identified the potential for future disillusionment in 
nursing if they could not enact the compassionate and individualised cars anti professional values 
they aspired to. Students identified leadership within practice placements and the support from 
University staff as crucial to their learning of patient relationship boundaries and provision of 
emotional support.
Analysis of interviews with nurse teachers supported these findings, identifying that presenting 
students with an ‘unachievable utopia’ may not be helpful to their socialisation and that professional 
boundaries and the consequences of emotional engagement within patient care were complex and 
required further emphasis and exploration within student education. The NHS Staff and Patient 
survey data also supported the findings from the students’ experiences, demonstrating that NHS staff 
at times felt dissatisfied at the quality of care they were able to deliver and so felt work-related stress, 
and demonstrating that NHS patients at times felt there were not enough nurses on duty to care for 
them and that they could not always find someone to talk to about their fears and worries.
Conclusions: Student nurses’ experiences in Higher Education Institutions and practice settings 
contribute to their socialisation in compassionate care. During their socialisation students 
experienced uncertainty about how their professional and personal values, such as providing 
compassionate care, were to be maintained when they become RNs. Professional socialisation left 
students balancing between different intentions. Balancing can leave students with the potential to tip 
either way, feeling vulnerable through not knowing which intention to follow, and feeling concerned 
about personal control over their future practice. Balancing can also be seen as a means for students 
to control their future uncertainties and feel empowered to choose ways of practicing that maximise 
personal well-being, by providing decision making opportunities in relation to compassionate 
engagement that are situation dependent. However, any feeling of balancing between intentions 
expressed by students within this research did not demonstrate a sense of empowerment and choice. 
The students’ professional socialisation left them balancing with a sense of vulnerability and
uncertainty, and they emphasised the possibility of leaving the profession in the future rather than to 
develop professional dissatisfaction if they succumb to providing less than ideal standards of care.
In order to support student nurses’ in their socialisation and maintenance of compassionate care, to 
meet public and professional expectations and retain their students’ sense of well-being, nurse 
leaders, nurse educators in Higher Education Institutions (HEIs) and in practice must work more 
collaboratively (Melia 1987, Ousey & Johnson 2007, Mooney 2007, Edinburgh Napier University and 
NHS Lothian 2008, Goodrich & Cornwell 2008, Lauder et al, 2008, O’DrlscolI et al. 2010, Smith & 
Allan 2010, Maben et al. 2010). Greater collaboration has the power to ensure student nurses 
receive support for the emotional labour of compassionate nursing and understand the roles and 
values of the Registered Nurse. Students need to experience how support and professional values 
can be enabled within environments where there are practice constraints. Constraints are a reality 
within healthcare practice, they can reduce nurse-patient interaction time and Impact upon 
individualised nursing care and so acknowledgement of constraints and how they can be managed 
will be pivotal to socialisation in compassionate care.
Through developing students’ intentions to provide compassionate care, enabling them access to the 
emotional support and clinical supervision required for emotional labour, and through enhancing their 
perception of strategies to manage and challenge constraints to compassionate engagement, student 
nurses can learn and maintain the personal and professional ideals to which the profession of nursing 
aspires. In this way future generations of student nurses will have socialisation experiences that 
enable compassionate care to thrive while minimising risk to their well-being as they progress through 
their nursing careers.
Contribution to Knowledge Development:
• Student socialisation In compassionate care has not been explored within the context of 
current UK healthcare standards and professional guidance on compassion and this research 
provides new understanding of that process.
• Students’ socialisation experiences left them feeling vulnerable and thus balancing between 
different Intentions, such as either the intention to engage in compassionate relationships for 
the benefit of self and patient, or to set relationship boundaries that limit risk to personal 
emotional well-being.
• Student nurse socialisation requires further collaborative development between educators in 
HEI and practice, in order to reduce students’ sense of vulnerability and uncertainty, and 
support the provision of compassionate care with minimal risk to emotional well-being.
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Brief Overview of My Research
Student Nurse Socialisation in Compassionate Practice: 
balancing between idealistic and realistic intentions
D efin itio n s  o f com passion ag re e th a t  it  is;
'sym pathetic p ity  an d  concern fo r  th e  sufferings o r m isfortunes o f o thers  
a c com pan ied  by a des ire to  re lie ve th a t  suffering '
Pro fessiona l Socialisation  is: th e  acquisition o f  knowledge, skills, a n d  sense o f  
id e n tity  th a t is characteris tic o f  a  m e m b er o f  th a t  profession an d  involves the  
in terna lisation  o f  the values a n d  norm s o f  th e  professional g roup in to  th e  
person's' o ivn  b ehaviour andseif-conception.
Socialisation  in  com pass ionate  p rac tice  involves th e  in terna lisation  o f
compassion as characterised lay m em bers o f  th e  profession in to  ih e  person's 
ow n behaviour an d  se lf<onceptian.
W hat is already known about student nurse 
socialisation in relation to 'caring' practice knowledge, 
skiffs and behaviour?
1980’s
Students experience difficulty 
understanding expectations 
because of the segmentation in 
Iheir education: Imowing what is 
expected of them from theory 
segments or practice segments, a 
theory-practice gap (Melia 1984)
1990’s
Students' caring aspirations diminish during 
iheir education as Ihey engage in Ihe , 
emotional labour of nursing: tfiey stad out | 
fresh and enthusiastic' and by the end ol j
their 3 year programme become 'cynical 
and disillusioned', less able to 'see the 
person behind the disease’ (Smith 1992) j
f 2000’s
Students need to 'fit in' and 'get {he work done' wtrioh can tcsux rn pcrsonoi and 
professional dissatisfaction and risk of allrilion (Mooney 2007, Mabon el al.
2007). Students display reduced 'caring behaviours' at the end of programmes 
compared to Ihe start (Mackintosh 2006, IWurplty a t al. 2009)
PLUS all the recent shocking government end media reports of poor standards 
l^ fnuràng care that indicate something has gOTfeWiOTig süi'ifewtiêïe ...
The NMC state student nurses must acquire preset 
standards of competency in the 'essential skills' of 
compassion (NMC 2010)
The research questions
w h a t are student nurses' socialisation experiences in 
compassionate practice twithin 2 1 * 'Century nursing in 
England?
W h a t concerns do student nurses have In re lation to  
engaging in compassionate practice?
W h a t strategies do student nurses use to  m anage their 
concerns about engaging in compassionate practice?
Grounded Theory (GT):
• Q ualita tive  and inductive
• Devised by Barney Glaser and Anselm Strauss in 1967
• GT explores individuals' experiences w ith in  the ir social 
worlds.
• Based on Symbolic interaction: M ead, 1931; Blumer, 195 4
• GT follows a rigorous approach
• Over the last 3 0  years it has divided into  tw o  distinct camps: 
the  'Glaserian' approach
the Strauss &  Corbin approach
(Glaser &  Strauss, 1967; Strauss & Corbin, 1990; Glaser, 1992)
21 /11 /2011
The GT m ethod: M y rationale fo r using GT:
Usually uses interviews or focus groups to  explore GT suited my ontological assumptions
com plex social phenom ena. GT also suited my epistem ological position on the
• sim ultaneously collecting and analysing data knowledge o f social 'rea lity '
* constructing analytic codes GT generates theory th a t is grounded in the
• using constant comparisons q ualitativedata
• advancing th e  theory developm ent
• m em o w riting
• theoretical sampling (rather than representative
GT allows th e  data analysis to  d irect the data  
collection through theoretical sampling and an 
ite rative  build ing o f the  new  theory
sampling)
Rationale fo r using Glaserian Grounded Theory:
Both Glaser (1992) and Strauss & Corbin (1930) differ in coding and 
verification processes:
Strauss & Corbin’s coding process consisted of open, axial a n d  selective 
coding; using structural grids in axial coding and verification through 
checking the fit of axial coding across dimensions within the data 
Glaser’s coding process consisted of substantive (open and selective) 
coding and theoretical coding where substantive codes are brought 
together into an emerging theory without preconceived categories 
and verification occurs through constant comparisons between 
data, so grounding the emerging theory in the data
Glaserian GT adheres to the original GT concepts of theory grounded 
within the data rather than data that 'fits' a structure
To explore s tudent nurse socialisation 
in compassionate practice:
• Individual, in -depth Interviews w ith  students  
nurses (n=19),
• Individual, in-depth interview s w ith  nurse 
teachers (n=5) and analysis o f the NHS sta ff 
(n=290,Q0Q) and p a tien t (n=7Z,Q0Q) «utvev data  
for th a t geographical region and tim e  period  
(CQC 2009)
• Open, selective and theoretical coding, memos, 
theoretical sampling, and coding refined
• Analysis and em erging theory w ere  grounded  
in the  data through every phase
• I trusted in the  em ergence o f theory from  the  
data
ite ra tion  w ith in  my Research
Iteration is fundam entally  'repeated e ffo rt': going back to  
in itial stages o f the  research journey again and reviewing  
and repeating stages to  ensure my research remained  
grounded w ith in  the  participant's experiences
W ith in  m y research jo u rn e y  I found  m yse if fo lio w in g  a n  ite ra tive  
approach  o n  severa l fronts;
•  A t th e  p o in t o f in itia l lite ra tu re  searching
• D ev elo p in g  research questions an d  revising these
• U n dertak ing  ea rly  analysis and  recognising th e  im p o rtan c e  of 
trusting  In em ergence and av o id ln g forc in g  o f  d a ta  to  f it  th e  
struc tu re  o f  ax ia l codes
• S ubsequent lite ra tu re  searching and revision o f research questions
" f^urther ap p lica tion  fo r e th ic a l ap proval to  co llect d a ta  fro m  n ew
sources
■ Th e  Ite ra tive  constan t com parisons o f G rounded  Th eo ry
I flvnwi k> ct«rtVJtn<is /
I fcnfctftonmemos j
4_
A new theory of Student
Compassionate Practice
21 /11 /2011
A reflective illustration of 
Iteration challenges:
PhD study and ethical approval of research proposals 
require critical appraisal of literature -  this is not 
necessary within GT (Glaser 1992) causing me some 
feelings of dissonance with processes 
as my understanding grew from the data I collected, so 
new ideas were compared to existing knowledge and 
previously held assumptions were challenged 
repeatedly sourcing and appraising new literature during 
the research process felt like the research had its own 
destiny and I was not in control 
the iterative approach led to  a second stage ethical 
approval application for new data sources - time  
consuming and unsettling for someone who likes to plan 
ahead and be in control
A reflective illustration of 
iteration benefits:
the iterative literature review enabled 
understanding to be refined and redefined -  an 
exciting journey that had credibility with 
Grounded Theory
Being open to new understanding from the data 
heightened sensitivity to  potential richness and 
new insights -  rethinking assumptions, 
challenging widely accepted knowledge (I was 
completely grounded in my data)
An iterative approach to  sampling (the  
theoretical sampling of GT) gave me a sense of 
freedom to really get to  the heart of the matter 
without the constraints and artificiality of 
representative sampling
What did I find?
Students' socialisation experiences, concerns and strategies:
• Students w anted to build therapeutic relationships w here tim e to  talk 
enabled em pathy to develop, and em pathy enabled compassion to be 
enacted
Students recognised consequencesfor their own em otional well-being; 
positive (a feeling o f satisfaction) and negative (em otional exhaustion or 
distress)
• Students expressed the opposing pull o f f ittin g  in' and 'doing w hat they 
know to  be right’
• Studentscould foresee challenges to  their own moral endeavour and the 
polentialforprofesslonaf dissatisfaction and personaldisappointment
• Students had concerns about how oompassionatecare might exist within  
differingRegistered Nurse rc4e concepts: provk ierof care versus m anagerof 
care team
• Students identified the disparity between professional ideals and the reality 
they experience
Studentnurse socialisation experiences leave them  feeling concerned,
vulnerable and uncertain in relation to  their ability to  provide compassion 
within their fu ture practice.
In o rd e rto  manage this they attem pt to b^ aiice  between Idealism and realism.
Final thoughts for now...
An iterative journey allowed new  
understandingof studentnurse  
socialisation in compassionate 
practice to  emerge.
The Future?
In o rderfo r socialisation in 
compassionate practice to  
thrive nurse educators need to:
• Supportpractice leadership that  
values compassion
• C lahfythe conceptof 
compassion within modern RN 
role expectations
■ Recognise th a t enactment o f  
compassion requirestim eand  
supportforem otional 
engagement with patients, in 
turn reducingthe sense of 
personaland professional 
vulnerability
• Build resilience in student 
nursessothey are better 
prepared to uphold Ideals in the  
face o f reality a>nstraints
An Relative jour ifcy using Grounded Tlwoiy to undeistand 
student nurse socialisation in compassionate piiKticc
ANY QUESTIONS?
k.m.cuftli^«urrcy.«c.uk
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S U MM A R Y
Compassionate practice is expected of Registered Nurses (RNs) around the world while at the same timi 
remaining a contested concept. Nevertheless, student nurses are expected to enact compassionate praclic< 
in order to become RNs. In order for this to happen they require professional socialisation within environ­
ments where compassion can flourish. However, there is concern that student nurse socialisation is not en­
abling compassion to flourish and be maintained upon professional qualification. In order to investigate 
this further, a Glaserian Grounded Theory study was undertaken using in-depth, digitally recorded inter­
views with student nurses (n =  19) at a university in the north of England during 2009 and 2010. Interviews 
were also undertaken with their nurse teachers (n =  5) and data from National Health Sei-vice (NHS) patients 
(n =  72,000) and staff (n =  290,000) sui-veys were used to build a contextual picture of the student experi­
ence. Within the selected findings presented, analysis of the data indicates that students aspire to the profes­
sional ideal of compassionate practice although they have concerns about how compassionate practice might 
fit within the RN role because of constraints on RN practice. Students feel vulnerable to dissonance between 
professional ideals and practice reality. They experience uncertainty about their future role and about oppor­
tunities to engage in compassionate practice. Students manage their vulnerability and uncertainty by balan­
cing between an intention to uphold professional ideals and challenge constraints, and a realisation they 
might need to adapt their ideals and conform to constraints. This study demonstrates that socialisation in 
compassionate practice is compromised by dissonance between professional idealism and practice realism. 
Realignment between the reality of practice and professional ideals, and fostering student resilience, are 
required if students are to be successfully socialised in compassionate practice and enabled to retain this 
professional ideal within the demands of 21st century nursing.
© 2012 Elsevier Ltd. All rights reserved.
Introduction
Background
Compassionate practice is an explicit expectation and a key quality 
Indicator for nursing in the United Kingdom (UK) according to standards 
set w ith in the UK Department o f Health (DH) (Department o f Health 
(DH), 2008, 2010a) and professional bodies around the world such as 
the UK Nursing and M idwifeiy Council (NMC) (Nursing and M idwifeiy 
Council (NMC), 2008, 2010), the Canadian Nurses Association (CNA) 
(Canadian Nurses Association (CNA), 2008), and the American Nurses 
Association (ANA) (American Nurses Association (ANA), 2011). Com­
passionate practice is also an expectation of those accessing healthcare 
and reports o f a lack of compassion w ith in  nursing provision over re­
cent years (Age Concern, 2(X)6; The Patients Association, 2009) have
*  Corresponding author at: l£vel 4, DK Building, School of HSC, FHMS, University of 
Surrey, Guildford. GU2 7TE, UK. Tel.: +44  1483 684563.
E-mail address: k.m.curtis@siirrey.ac.uk (K. Curtis).
added to concerns raised by both professional and public organisations 
(Department o f Health (DH), 2010b; Care Quality Commission, 2011),
Literature Review
Compassionate Practice
The quality o f nursing practice is influenced not only by nurses but 
also by the environment in which nursing takes place, such as that 
created through leadership in practice (O'Driscoll et al., 2010). A focus 
on promoting compassion in nursing has developed both nationally 
and internationally during the last 10 years w ith  compassion seen as 
an internationally recognised component o f Registered Nurses’ (RNs) 
practice and an expected professional ideal (Hudacek, 2008; Goodrich 
and Cornwell, 2008). Compassion is a complex and contested concept 
and its meaning and value are important to understand in the context 
of global nursing practice (von Dietze and Orb, 2000; van der Cingel, 
2009),
The definition o f compassion is sympathetic p ity and concern fo r  the 
sufferings or misfortunes o f others (Concise Oxford Dictionary, 2003).
0260-6917/$ -  see front matter © 2012 Elsevier Ltd. All rights reserved. 
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Compassionate practice involves understanding the experiences of 
people who are suffering and taking action to relieve that suffering, 
thereby keeping compassion at the heart of patient care delivery (von 
Dietze and Orb, 2000, p. 7). The origins of compassion are thought to 
be both innate and learned, with familial compassion provided to peo­
ple who we know in order to protect those most important to us 
(Goetz et al., 2010). In contrast, the origins of stranger compassion are 
more difficult to understand as compassion for strangers can be seen 
in the behaviours of some people and not in others (The Cenhre for 
Compassion and Altruism Research, 2011). It could be argued that nurs­
ing embodies a combination of both familial and stranger compassion. 
Compassionate practice requires caring about people and not just pro­
viding care to people, and it used to be seen as the essence of nursing 
(Chambers and Ryder, 2009).
Student nurses have enormous expectations placed upon them with­
in their professional preparation programmes. They are expected to de­
velop an understanding of compassionate practice from nursing theory 
and within practice settings, developing their understanding through 
working in partnership with patients, respecting patients' dignity and 
autonomy, taking time to listen, to talk and to understand, and through 
moral choice doing the small things that matter to the patient so they 
feel cared for and cared about (Gallagher, 2007; Schantz, 2007; Royal 
College of Nursing (RCN), 2008).
The Professional Socialisation ofSaident Nurses
Professional socialisation is the process by which a person acquires 
the skills, knowledge and identity that are characteristic of a member 
of that profession and it involves an internalisation of the values and 
norms of the group into the person's own behaviour and self-conception 
(Cohen, 1981, p.l4). Research on the socialisation of student nurses 
has shown that they experience two versions of nursing, one in the 
classroom and one in practice (Melia, 1987). This segmentation within 
their preparation creates confusion and a lack of commitment to either 
version or to a future career within nursing (Melia, 1987). Student 
nurses' caring behaviour has also been shown to diminish as they 
near the end of their programme (Mackintosh. 2006; Murphy et al., 
2009). They start out fresh and enthusiastic and by the end become 
cynical and disillusioned, less able to engage in the emotional labour of 
nursing and less able to see the person behind the disease (Smith, 1992, 
p.l 12). Tliis may be due to coping with the reality of practice pressures 
and the sustainability of their ideals and can lead to feelings of personal 
disappointment and professional dissatisfaction (Maben et al, 2007). 
Effective socialisation has been identified in Ireland as a key determi­
nant of professional retention in nursing and a route to prevent the 
costly attrition of students and qualified nurses from nurse education 
programmes and the profession (Mooney, 2007).
Aim
The aim of this study was to explore the student nurse experience 
of socialisation in the 21st centuiy compassionate practice, the con­
cerns students had in relation to provision of compassionate practice 
and how they managed these concerns. This paper explores selected 
findings from the study.
Method
Design
For the purposes of this exploration. Grounded Theory informed by 
Symbolic Interactionism was identified as the most appropriate ap­
proach as it respected the participants' subjective interpretation of 
their experiences and the social processes within their professional 
socialisation (Charmaz, 2006). The philosophy of Symbolic Interaction­
ism arose from writing by Blumer (1954) and Mead (1931) (cited in
Marcell us, 2005). This philosophy encourages the researcher to view in­
dividuals as being interactive components of their environment and un­
derstand that human phenomena require acknowledgement that people 
take meaning from experiences shared with others. Using Grounded 
Tlieory enables theoretical concepts to emerge from the participants' 
data (Glaser and Strauss, 1967). The Glaserian approach to Grounded 
Theory (Glaser, 1992) was selected as the student interview data pro­
vided its own direction for analysis, giving confidence that through con­
stant comparison, theoretical sampling and substantive and theoretical 
coding, that new understanding would emerge and be grounded in the 
participants' experiences (Artinian et al, 2009).
Data Collection and Participants
The study took place during 2009-2010 at a university in the north 
of England. Individual in-depth interviews with student nurses ( n = 19) 
were conducted within their university campus with each participant 
interviewed on one occasion. The student interviews consisted of ex­
ploratory questioning related to the student experience, such as asking 
them to talk about a recent placement and their feelings and experi­
ences when caring for patients. Inteii/iews lasted between 60 and 90 
minutes yielding rich data.
Student nurses from the adult nursing programmes were recruited 
through an invitation to participate posted on their university's Virtual 
Learning Environment. A convenience sample of students was initially 
recruited from cohorts attending university sessions at the time of the 
researchers' first data collection visit, w ith volunteers coming forward 
from within all three year groups and both the degree and diploma pro­
grammes. These first four volunteers were inteiviewed and this was fol­
lowed by theoretical sampling of a further 15 students. The direction for 
theoretical sampling arose from constant comparison of data and the 
desire to explore depth and differences emerging from the data, accord­
ing to the Grounded Theory (Glaser, 1992). All those who responded to 
requests for specific volunteers during theoretical sampling were inter­
viewed resulting in a participant profile that was diverse. The partici­
pants included male and female students from all three years of both 
programmes, a wide range of ages, and students from diverse ethnic 
and religious backgrounds.
In order to further contextualise understanding of the student ex­
perience, nurse teacher data and NHS survey data were also collected 
and analysed. From with in the same faculty, nurse teacher partici­
pants (n =  5) were recruited using individual letters requesting vol­
unteers. Five teachers responded and were individually interviewed. 
Their interview consisted of open-ended questions about their per­
ceptions of student nurse socialisation experiences and their data 
was also analysed using the Glaserian Grounded Theoiy. In addition 
to the interview data, published National Health Service (NHS) Staff 
Surveys (Care Quality Commission, 2009a) and NHS Patient Surveys 
(Care Quality Commission, 2009b), from the same geographical re­
gion as the students' university and practice placements were ana­
lysed in relation to the student experience.
In order to maximise the credibility and trustworthiness o f the 
study, the interviews were digitally recorded and transcribed verba­
tim by one researcher, providing opportunity for independent analy­
sis by two other researchers. Trustworthiness of data and analysis 
was dependent upon the researcher recording their thoughts and 
the research journey through written memos during the data 
analysis (Glaser, 1992) and the acknowledgment of the researchers' 
insider knowledge of nurse education. Participants were also given 
the opportunity to member-check their transcription, to ensure it 
matched their memory of the interview. Transcript coding was 
discussed by the researchers during the analysis and qualitative 
research software (NVivoS) was used to manage the volume of 
transcription and facilitate record keeping of the coding development 
and memos.
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Ethical Considerations
All ethical requirements were scrutinised by Ethics Committees at 
two universities (the researchers' and participants' universities). The 
confidentiality of the participants was protected throughout the re­
search process using numerical pseudonyms (PI to P19). Recruitment 
of participants was undertaken at a university distant from where the 
researchers worked to avoid coercion. Informed written consent was 
obtained with participants being aware that they were free to withdraw 
at any time without consequence to them. Risk management was in 
place should any participant find talking about their experiences upset­
ting and this was in the form of emotional support available to them 
through their programme support structures. Approval was granted 
by both universities and no ethical issues were encountered.
Data Analysis
Student transcripts were analysed through line by line substantive 
coding, constant comparison, with theoretical sampling then used to 
gather further data that would increase understanding of the students' 
experiences. An example of theoretical sampling was the request for 
and recruitment o f two male third year students from a degree cohort 
The student transcripts were further analysed alongside contextual 
data from five nurse teacher interviews and NHS surveys, through the 
grounded theory process of memoing. Key concepts from the student 
interview data analysis emerged and despite further comparisons 
w ith all previous data and reviewing o f theoretical memos, density in 
the coding provided verification that new understanding of student 
nurse socialisation in compassionate practice had emerged.
Findings
From the data analysis it was clear student nurses are exposed to in­
fluences from different social worlds: personal, university and practice 
placements. They commence professional socialisation with diverse per­
sonal attributes, experiences and expectations and yet despite this diver­
sity their professional socialisation results in similar concerns relating to 
compassionate practice and strategies to manage these concerns. Sub­
stantive coding yielded over 100 open codes, such as valuing time to 
talk, belonging, and feeling powerless; and examination of these and theo­
retical memos yielded 13 selective codes, such as feeling concerned about 
future practice and identifying variation in practice leadership. Analysis of 
substantive coding yielded several theoretical concepts and selected 
from these for this paper were: balancing between intentions to seek a 
RN role that fits with compassionate practice ideals or accept that a RN 
role involves adapting ideals to fit reality; and balancing between inten­
tions as a future RN to challenge constraints on compassionate practice 
ideals or conform to constraints in order to survive reality. A further the­
oretical concept was identified in relation to support for the emotional 
labour of compassionate practice, however this w ill be explored in future 
papers as it is beyond the scope of this paper. The findings below are il­
lustrated using the words of the student participants.
Compassion Requires RNs Having Time to Empathise
Students saw empathy and compassion as central to the role o f a 
RN:
I find when you put yourself in other peoples’ shoes you understand 
them a lot more, even drug users...if I'd had their kind of life how do 
you know that that couldn't have been me...that is compassion; under­
standing and empathy and just listening...being genuinely interested. 
(PI)
Students wanted to work alongside their patients and identified 
communication, empathy and respecting people as individuals as
essential components o f nursing, similar to that w ith in previous re­
search from the UK (Gallagher, 2007) and from discussions arising 
within Schwarz Centre Rounds in the USA (Sanghavi, 2006). They 
expressed that having time to communicate w ith patients was central 
to empathising and therefore compassionate practice, and found it 
difficult to understand how some RNs had become separated from 
close contact w ith their patients:
(RNs) should still be involved in personal care because that's how you 
form a relationship with your patients...if I had a healthcare assistant 
working with me and that healthcare assistant dealt with all the 
personal needs and I Just went and did the medication and all the posh 
Jobs that nurses do. I'd not really know anything about that patient 
(P8)
They saw RNs delegating to support staff the caring activities that 
provided time to communicate and how this might be necessary 
within the demands o f the RN role. Yet students witnessed difficulty 
for RNs in getting to know their patients due to delegation that took 
them away from personal engagement w ith their patients. They iden­
tified organisational pressures on RNs that impacted on their practice 
activities:
I strongly disagree with the McDonaldisation ofnursing. I really don't 
like it  because you've no care put into it. It's kind of get them in and 
get them out and that side I don't like. (P3)
McDonaldisation appeared to refer to students' seeing fast through­
put targets imposed on patient care and the need to practise more 
task-centred than person-centred care in order to meet these targets, 
effectively dehumanising activities to make them more efficient, as 
identified within the McDonaldisation conceptual discussions (Ritzer, 
1998). Overall, these experiences left students feeling vulnerable to 
not having opportunity to get to know their patients in the future 
when they became the RN. They expressed uncertainty in what being 
a RN should entail and what it  was to be a real nurse (Ousey and 
Johnson, 2007).
‘Once You Qualify, You Won't Get the Opportunity'
Students could see that the time they had as students for commu­
nicating w ith  patients might change when they took on the demands 
of RN practice:
Spending time with your patient helps you to understand what they 
are going through. You (students) have got to make the most of it  
while you can because once you qualify, you won't get the opportuni­
ty. (P2)
Witnessing the reduced RN time for being with patients left stu­
dents expressing concerns about their own future and their potential 
for professional dissatisfaction. Students felt uncertain in how to 
enact and uphold the professional ideals to which they aspired 
because o f the variability in what they witnessed w ith in different 
practice areas:
I must spend time with my patients...this is why I  went into the 
nursing profession...I feel theoretically we are told to spend time with 
our patients to build that relationship but this is different to what I 
see in practice, there is no time...So I don't know how it  w ill be when 
I qualify, it depends on where you are working. I f  you are working in 
an ITU (Intensive Therapy Unit) orHDU (High Dependency Unit) you 
have less patients compared to a medical ward where you'll run 
helter-skelter. (PI 3)
The time pressures appeared to be connected to the acuity o f pa­
tients and their short stay w ith in acute hospital settings, except w ith­
in some clinical specialities where tliere were higher staff to patient
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ratios. Students expressed that if  possible they would seek out jobs 
where they could uphold their professional ideals and stated that if 
they became disillusioned with nursing they would leave rather than 
be unhappy, sentiments recognised internationally as conti ibuting to at­
trition from the profession (Cleaiy et al., 2009; Nooney et al., 2010) and 
sentiments recognised within a Canadian study as contributing to tran­
sition shock among newly graduated nurses (Boychuk Duchscher,
2009).
‘Getting a Balance between Doing what is Right for the Patients and 
What is Right fo r You’
The students felt vulnerable to constraints they perceived were out­
side their control and identified the potential for future disillusionment 
in nursing if they could not overcome these and engage in compassionate 
practice. Some of the students felt that a culture of litigation in healthcare 
and outcome measuring approaches to nursing had overtaken profes­
sional values such as compassion, concerns that have been expressed 
by others within the health professions (Bradshaw, 2009). They also 
identified the need to f it  in with the team they Join so they became ac­
cepted as team members and they expressed how feeling they belonged 
was important to them, but that both of these could impact on their 
ability to challenge constraints on compassionate practice:
You want to f i t  in when you qualify and you don't want to go into 
your new job and just start trying to change everything. It w ill cause 
problems but at the end of the day the patient is the most important 
and you are supposed to be their advocate regardless of fitting in. I 
suppose it  might be really difficult getting a balance between doing 
what is right fo r the patients and what is right fo r you. (P14)
Students felt the reality of nursing was different to the professional 
ideal of compassionate practice. In order to sui'vive this dissonance 
they balanced between the intention to challenge constraints to profes­
sional ideals or adapt their ideals to tlie reality of practice constraints in 
order to survive.
Managing Dissonance between Pivfessional Ideals and Practice Reality
A theoretical concept emerged from the substantive coding that 
demonstrated a close fit with the students' experiences of socialisation 
in compassionate practice. The concept was that of dissonance between 
professional ideals and practice reality and students managing the dis­
comfort of this dissonance through balancing between opposing com­
passionate practice intentions. One example of this was students' 
uncertainty and feelings of vulnerability that left them attempting to 
balance between intentions to uphold the professional ideals of com­
passionate practice such as in individualised person-centred care and 
the intention to challenge constraints to compassionate practice such 
as McDonaldisation within nursing (Fig. 1.).
Contextual Data
The Glaserian Grounded Theoiy analysis of nurse teacher inteiview 
transcripts supported the existence of these student concerns. As one 
teacher explained, expecting the professional ideal of compassionate 
practice within the current reality of healthcare provision was like pre­
senting students with an unachievable utopia and may compromise 
their socialisation. Yet teachers stated they could not present students 
with professional ideals that did not include compassionate practice 
as compassion was embodied within current U.K. quality indicators 
for nursing, required by public and professional organisations, and 
valued by patients (Nursing and Midwifery Council (NMC). 2008; 
The Patients Association. 2009).
Analysis of the NHS staff and patient sui'vey data from the geographi­
cal area where the students undertook their clinical placements resonated
UPHOLD ADAPT
IDEALS and IDEALS and
CHALLENGE III; ACCEPT
CONSTRAINTS II: CONSTRAINTS
on II: on
compassionate II compassionate
practice II practice
Fig. 1. Students balancing to manage dissonance between the ideals and reality of 
compassionate practice.
with the student data analysis. Using the published CQC summary data 
analysis, it was evident that NHS staff at times felt dissatisfied at the qual­
ity of care they were able to deliver and felt work related stress (Care 
Quality Commission, 2009a), a finding similar to the concerns raised by 
students. NHS patients felt there were sometimes staff shortages that im­
pacted upon their care with over a third of patients expressing that there 
were not always enough nurses on duty to care for them and that they 
could not always find someone to talk to about their fears or worries 
(Care Quality Commission, 2009b), again a finding similar to students' ex­
pressions of constraints on time impacting upon compassionate practice. 
These findings were explored alongside the student interview data and 
provided contextual support for the student experience on placements 
where there was a limitation on time for talking with patients and con­
straints in providing care that enabled compassion to flourish.
Overall, the analysis of the contextual data from nurse teacher in­
terviews and published NHS staff and patient surveys supported the 
findings from the student inteii/iew data analysis. It appeared much 
of the students' professional socialisation in compassionate practice 
was taking place w ithin an environment acknowledged by NHS staff 
and patients as challenging to high quality nursing.
Discussion
This study, as far as can be ascertained, is the first to focus on the 
professional socialisation of student nurses in compassionate practice 
within the context of 21st century nursing. Student nurses come from 
diverse backgrounds and yet express veiy similar concerns and strate­
gies to manage these concerns. Socialisation in compassionate practice 
involves students combining exposure to learning from their personal 
life, from professional theoiy, and from practice experiences. Students 
experience little alignment during their socialisation from these differ­
ent learning exposures and this dissonance results in feelings of vulner­
ability and uncertainty which they manage through balancing between 
opposing intentions related to compassionate practice (Fig. 2).
Balance is usually associated with positive images such as a balanced 
diet and healthy work-life balance. However, balance also entails the po­
tential to tip one way or another, a potential to become off-balance and 
an active struggle to retain that balance (Lipwoith et al., 2011). Balancing 
is an internationally recognised strategy in coping with the day to day 
pressures of nursing (Hallin and Danielson, 2007) and has emerged as 
the strategy used by student nurses in this study for coping with disso­
nance during socialisation.
A struggle to balance invariably entails effort and perpetual effort 
can be exhausting. On one hand, it could be argued that balancing is a 
means for students to control their vulnerability and feel empowered 
to choose ways of practicing. On the other hand, balancing between
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Fig. 2. Emerging Grounded Theory on socialisation in compassionate practice.
intentions as expressed by students within this study does not demon­
strate a sense of empowerment and choice. Students are committed to 
being kind, respectful and compassionate, a similar finding to that dem­
onstrated within nurses' stories in the USA (Hudacek, 2008), and yet 
find enactment of compassionate practice fraught w itli challenges. Pro­
fessional socialisation leaves student nurses with a sense of uncertainty 
and balancing their intentions towards upholding compassionate prac­
tice ideals and adapting their ideals to survive reality, due to constraints 
within the practice reality they witness around them.
This study brings an important component of nurse education to the 
fore. It raises the question of how realistic it is for student nurses to as­
pire to the ideal of compassionate practice without adequate support 
within practice and education that builds resilience in professional 
ideals. Personal resilience is required for nurses to positively adjust 
and thrive in environments of adversity (Edward, 2005; Jackson et ai., 
2007), where they need to challenge constraints in order to uphold 
their ideals. Edward (2005) demonstrated that the development of re­
silience among Australian mental health nurses relied upon working 
within caring environments and teams. Such findings relate to the ex­
periences of student nurses within this study as they aspire to compas­
sionate practice and yet struggle to make sense of the dissonance 
between compassionate ideals and the environment and nursing team 
reality. This challenge to students becoming successfully socialised in 
compassionate practice raises grave concerns for professional prepara­
tion. Professional and personal disappointment can arise if professional 
expectations are over-ambitious and out of alignment with the reality 
of practice (Allen, 2007).
In order to support student nurses in their socialisation and mainte­
nance of compassionate practice, those who facilitate student learning 
in university and practice placements need to understand this disso­
nance and work collaboratively to help realign practice reality and pro­
fessional ideals, encourage leadership for learning (O'Driscoll et al.,
2010). develop resilience among students (Warelow and Edward, 
2007), and enable the next generation of student nurses to enact their 
professional ideals (Maben et al., 2010).
Limitations and Potential for Further Research
This research identifies the number of participants and the use of a 
single centre study as a limitation; however saturation was reached in 
the analysis, the findings were strongly supported by associated
literature, and the findings were strongly supported by immediate 
and wider contextual data. Although this study is set within nurse ed­
ucation in England, it has relevance to nursing within a global con­
text. The findings would be valuable to explore through research 
that recruits participants from among student nurse populations in 
other countries. It would also be valuable to explore within the con­
text of other professions where compassion is an expected ideal, 
such as teaching (Palmer, 2007) and social work (Dumont and St- 
Onge, 2007), and where students may aspire to professional ideals 
while experiencing dissonance w ith practice reality.
Conclusions
This study provides an in-depth exploration of student nurse 
socialisation in compassionate practice. Selected findings have dem­
onstrated that socialisation in compassionate practice appears to be 
compromised w itliin  21st century nursing as student nurses aspire 
to the professional ideal of compassionate practice but experience 
dissonance with the practice reality. A result of this compromised 
professional socialisation where students are left balancing between 
opposing intentions, may be that future compassionate practice is at 
risk.
To provide socialisation experiences that engender ongoing com­
passionate practice, those involved in student learning w ith in both 
practice and university settings need to work collaboratively and rec­
ognise the sense of vulnerability and uncertainty that students feel 
when dissonance is experienced between professional ideals and 
practice reality. Improving student socialisation in compassionate 
practice w ill help to ensure that future generations of student nurses 
w ill have socialisation experiences that enable compassionate prac­
tice to thrive as they progress through their careers. This is a critical 
issue for both student nurse learning and the patient experience of 
compassionate RN practice.
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TITLE: Nursing’s Got Talent: nurturing students’ intentions to provide compassionate care
Abstract:
The provision of compassionate care is an expectation on nurses around the world (Nursing and 
Midwifery Council 2010, American Nurses Association 2011). Student nurses are the practitioners of 
tomorrow and their intentions to provide compassionate care as Registered Nurses (RNs) rests in tlie 
hands of those who influence their professional socialisation. In order for students to uphold the ideals 
of compassionate practice tliey require socialisation within enviromnents where therapeutic 
relationships can flourish and there is strong leadership for learning (O’Driscoll et al. 2010). However, 
there is increasing concern that student socialisation is not enabling compassion to be maintained when 
students qualify as RNs (Murphy et al. 2009). Glaserian Grounded Tlieory research (Glaser 1992) was 
undertaken using in-depth interviews with U.K. student niu*ses (n=19) and nurse teachers (n=5) to 
explore tlieir professional socialisation experiences in compassionate care. The interviews were 
digitally recorded, transcribed, analysed and new understanding of the student experience emerged. 
The findings were analysed alongside U.K. National Health Service (NHS) Patient and Staff Survey 
data to build a comprehensive picture of the student experience of compassionate care. Findings 
identified that students aspired to the professional ideals of compassionate care and saw compassion as 
fundamental to therapeutic care, and their future personal and professional satisfaction. However, 
students felt vulnerable to challenges on their future intentions to provide compassionate care due to 
constraints they witnessed on RN practice. Students had concerns about how compassion miglit fit 
within the RN role as they saw delegation of many caring activities to unqualified staff. Students 
managed these concerns tluough attempting to balance between upholding their professional ideals and 
utilising strategies to protect themselves against personal and professional dissatisfaction and 
emotional distress. Findings from tlie teaching staff data demonstrated concerns of presenting an 
‘unachievable utopia’ to students in relation to enacting tlie professional ideals of compassionate care 
within an enviroimient of constraints. Alongside these findings, the NHS staff and patient surveys for 
tliat region at the time the students were undertaking their clinical placements, identified that a there 
was staff dissatisfaction with having time to provide liigh standards of care; that staff did not always 
understand their role and where it fits into the organisation; that patients felt there were often too few 
qualified nurses to care for them; and tliat patients could not always find someone to talk to about tlieir 
fears and worries. The research demonstrated that socialisation was not adequately preparing student 
nurses for provision of compassionate care. Students were experiencing an idealism-reEilism divide 
where the compassionate care values of the nursing profession were not always witnessed within the 
practice experiences that shaped students’ professional socialisation. The research identified that 
greater support and leadership is required for nurturing student nurses and encouraging resilience, so 
they can be successfully socialised in tlie globally recognised professional ideals of compassionate care 
within the constraints and pressures of 2T‘ Centuiy^  healtlicare provision.
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This presentation will offer you:
1.
2 .
3.
An overv iew  o f my research on student nurse socialisation in 
compassionate care 
A discussion o f the  main find ings:
-  We have a rich ta len t pool o f s tudent nurses w ho w ant to  
provide compassionate care bu t th e ir professional 
socialisation results in experiences o f dissonance betw een 
professional ideals and practice rea lity
— For today's session: the  dissonance betw een expectations of  
genuine em otional engagem ent and the  rea lity  o f litt le  
support in practice fo r the  em otional labour involved in 
compassion
A proposal fo r strategies th a t nurture  socia lisation in 
compassionate care and encourage environm ents where 
compassion can flourish
will welcom e questions and com m ents a t the  end.
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What is meant by student nurse socialisation in 
compassionate care?
Compassionate care is noticing, understanding and working to relieve 
the suffering of others. Compassionate care requires time to get to 
know Individuals and empathise. It requires nurses to manage 
(induce or suppress) emotions through 'emotional labour ' (Smith, 
2012).
Professional socialisation in compassionate care involves the
internalisation of compassionate care as characterised by members 
of the profession into the students' own behaviour and self­
conception.
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The Research:
Glaserian Grounded Theory
Individual, in-depth interviews with students nurses (n=19)
Open, selective and theoretical coding, memos, theoretical 
sampling, and coding refined
Analysis and emerging theory were grounded in the student data
through every phase
Emergence of new theory from the data
Findings from individual, in-depth interviews with nurse teachers 
(n=5) contributing through memos alongside but separate to 
student data
Findings from UK NHS staff (n=290,000) and UK NHS patient 
(n=72,000) surveys, available within the public domain through 
the UK Care Quality Commission, contributing through memos 
alongside but separate to student data
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Initial literature revietv, 
etnical approval and 
exploratory interviews
Initial GT analysis, revision 
ot Researtfi Questions and 
further interviews
Listening to ntervews and transcribing verbatim 
with memos to cactore feld observations
Theoretical 
memoing, 
comparing memos 
and ongoing 
analysis with 
•nif^ratlon of 
contextual 
supplementary data 
with n memos
Furtlier literature 
review to check for 
comparative theones, 
newly published and 
related research
Theoretical 
Sampling and 
further 
interviewing
Constant 
comparisons, 
memoing, analysis 
and selective coding
as tree nodes'
Uploading of 
.ntervew transcrtpts 
to N'/ivo software, 
linking in memos
A new theory of Student 
Socialisation in 
Compassionate Care
Line i)Y linesubstanuve
(open ana ‘in
VIVO ) coding
as free nooes
Dt?r>s.*fy
dentmed
w.tnin
coding
indcaung
saturation
Constructing theory
from dnia analysis that 
embraces all data
emergence and
checking of ne»\
underslandmg
Comparing cedes.
1 nk ng with memos, 
developing selective 
codes as ‘tree nodes 
and conceptual 
categones
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We have a rich resource of student nurses, a talent pool w ith  
in ten tions tow ards compassionate care
Students en te r nurse education w ith  a strong desire to relieve the  
suffering of others yet th e ir  socialisation is no t cu rren tly  fostering 
th is
Students experience dissonance between professional ideals and 
practice reality; in particu la r in re la tion to  defin ing  the  RN role, the 
challenging o f constraints on ind ividualis ing nursing care, and the  
em otional labour required fo r compassionate care
Students experience uncertainty and vulnerability in th e ir  fu tu re  
role, professional values and em otional engagem ent in ten tions
Socialisation leaves students precariously balancing between 
in ten tions to  uphold professional ideals or succumb to  constraints 
on compassionate care in order to 'survive reality'
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Student experiences taken from their interview 
transcripts:
Compassionate nursing 
requires time with 
individual patients to help 
you undetstand what they 
are going through... but / 
can see once Ttn 
qualified /  won V have 
time to talk
You Just haven’t  had time to 
understand patients as individuals 
like you’ve been taught
you can't be too jo lly  and happy as 
there are times when you don't want 
that either... you have to get the 
balance right
I  had gone through a ll those em otions and 
i t  was hard work... I  kept th ink ing  ‘keep 
professional ’. . .  lh a d  go t too em otionally 
in vo lve d  and m y  mum said you ’ve g o t to  
stop and p u ll y o u rs e lf a way ”
1 suppose it might be really difficult 
getting a balance between doing 
what is right for the patients and 
what is right fo r you
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Using ‘embodied interpretation’ (oaivm and Todres, 2011) : 
encouraging empathie understanding of the students' experiences
The Student Nurse
I feel compassion and I want to make a difference to 
my patients,
I want to know patients and be with them, 
but sometimes it hurts to core...
How close is too close?
We are taught about person-centred care, 
but that's not what I see 
I see paperwork, targets and tick-boxes 
I must moke the most o f time to talk while I'm a 
student...
...how will I show patients I care when I'm qualified? 
Will I get the chance to hold their hand?
Will I just give my smile as I rush past?
Will I lose my compassion?
I hope I won't turn out like that...
a**-
"Building that 
relationship were two 
vulnerable people, m e  
and the p atien t"
01/06/2012
UNIVERSITY OI
SURREY
Using ‘embodied interpretation’ (Gaivm and Todres, 2011) : 
encouraging empathie understanding of the teachers’ experiences:
Am I Educating fo r  Compassion?
I tell my students to spend time with their patients, empathise, 
individualise their care 
Show patients compassion but keep within professional boundaries. 
"I understand you feel you aren't delivering the care you'd like, 
but perhaps you can't...
...well, you did the best you can"
It's not much solace
Are we presenting an unachievable utopia?
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A model of socialisation that left students balancing: 
in relation to emotional labour for compassionate care
• PERSONAL EXPOSURE: 
cultural & spiritual 
diversity among students 
yet all had strong personal 
desire to relelve suffering
• THEORY EXPOSURE: 
learning about 
compassionate care as a 
professional ideal
• PRACTICE EXPOSURE: 
learning about 
compassionate care 
within witnessed reality of 
RN activity in placements
COMBINING
Vulnerability, 
Uncertainty and 
Dissonance
• theoretical 
expetcations as 
RN to engage in 
the emotional 
labour of 
compassionate 
care
> witnessed 
constraints and 
lack of support for 
emotional labour, 
resulting In risk to 
emotional well­
being
BALANCING 
  between
> Intentions to 
engage in 
emotional labour 
to provide ‘the 
Ideal'
compassionate
care
set emotional 
labour
boundaries for 
the reality* and 
self-preservation
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Supplementary data from teachers and staff 
& patient surveys:
Although it must be noted that excellence in nursing practice was evident 
among the student, nurse teacher, NHS staff and patient data, the 
supplementary sources o f data supported the student experience that this 
was not always the case:
• Nurse teachers referred to  their teaching of professional ideals as 
'presenting an unachievable u top ia 'w ith in  the current constraints and 
pressures o f 21®^  Century healthcare provision
• Nurse teachers also recognised the dissonance between expectations o f 
'emotional engagement for compassion' and 'not getting too emotionally 
involved'
• NHS staff survey data supported the notion o f a workplace that is facing 
challenges to  individualised nursing, a target driven, conveyor-beltand fast- 
throughput environment
• NHS patient survey data supported the notion o f too  few nursing sta ff to 
meet their individual needs
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Suggestions for the Future: 
nurturing students' intentions to 
provide compassionate care
In order for socialisation in compassionate care to thrive nurse educators and 
nurse leaders need to:
• Clarify modern RN role expectations and the required staffing levels to  fit 
with the concept o f compassionate care
• Encourage practice leadership to  create compassionate care 
environments and role model compassionate care, demonstrating that the 
emotional labour o f compassion is valued in nursing
• Build and nurture resilience and moral courage through role modelling 
and practice vignette discussions, so student nurses are better prepared 
to uphold and defend the professional ideal o f compassionate care in the 
face o f 21^* Century constraints on nursing practice
01/06/2012
Some further references:
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Curtis, K., Horton, K. and Smith, P. (2012) Student Nurse
Socialisation in Compassionate Practice: a Grounded Theory 
Study. Nurse Education Today, (Special Edition August 2012) 
doi:10.1016/j.nedt.2012.04.012
Galvin, K. and Todres, L. (2011) Research based empathie 
knowledge for nursing: A translational strategy for 
disseminating phenomenological research findings to provide 
evidence for caring practice. internationalJournal of Nursing 
Studies, 48, pp.522-530.
Smith, P. (2012) The Emotional Labour of Nursing Revisited: Can 
Nurses Still Care?, 2""^  ed. Basingstoke: Palgrave Macmillan.
Thank you for listening. 
Any Questions?
UNIVERSITY OF
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Please email me if you want any further information or opportunity for discussion:
K.Curtis(Ssurrev.ac.uk
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Appendix 9g
CkKOtS STUDENT LIFE
compassion alive
Effective role models can help nursing students deliver 
compassionate care under pressure, says Kathy Curtis
Compassionate nursing is 
recognising, understanding and 
relieving patients' suffering 
through emotional engagement.
The Nursing and Midwifery 
Council identifies compassion as 
an essential skill that students 
must acquire as part of their 
professional preparation. Yet 
there is considerable concern, 
notably in the media, over an 
apparent lack of compassion 
among many nurses in the UK.
As part of my PhD studies,
I explored 19 students' attitudes 
and found that they had a 
strong desire to provide 
compassionate care.
The students were on diploma 
or degree courses in adult nursing 
at a university in northern England. 
They all demonstrated a strong 
sense that compassionate care is 
an important element of quality 
nursing, and recognised that its 
delivery is a professional ideal.
However, they also said they had 
witnessed constraints that make
it difficult for nurses to deliver 
compassionate care consistently.
The constraint that caused most 
concern was the perceived lack of 
time to 'be with' patients. They said 
nurses have to focus much time 
on activities such as administering 
medication, liaising with other 
health professionals and paperwork 
-  all activities that require the 
knowledge and responsibility that 
goes with registered status.
The students expressed the view 
that low nurse-to-patient ratios 
mean nurses have to delegate many 
bedside activities to healthcare 
assistants and students. These 
included monitoring vital signs 
and helping patients to wash, 
dress, eat and drink.
They said nurses were under 
pressures to complete 'target 
driven, tick box exercises', and 
felt powerless to challenge these 
demands. They believed that 
economic constraints on the NHS 
would exacerbate this situation.
The students in my study still found
there were many registered nurses 
striving to provide individualised 
care and compassion. But they also 
witnessed nurses who appeared to 
be disheartened with their roles and 
to have lost their compassion under 
the weight of day-to-day pressures.
Ideals and reality
My research identified a dissonance 
between nursing students' ideals 
and the reality of professional 
life after qualifying that left the 
students feeling vulnerable and 
uncertain of their future.
Students should emerge from 
their training with the ability 
to provide compassionate care 
despite the demands of everyday 
practice. For this to be a reality, 
students on practice placements 
need to witness role models who 
manage to achieve both goals.
Nurse leaders in universities 
and practice settings therefore 
need to be clear about what the 
registered nurse role involves, and 
work together to demonstrate the 
long-term benefits of better 
nurse-to-patient ratios.
Notwithstanding the need for 
cost-effectiveness, students and 
nurses need support to cope with 
the emotional labour associated 
with delivering care with 
compassion, and to develop the 
resilience required to uphold the 
profession's ideals.
Only then will today's students 
be confident they are prepared and 
supported to uphold what they, 
the nursing profession, and society 
want from their nurse education: to 
become nurses who provide high- 
quality, compassionate nursing NS
Kathy Curtis is a senior tutor 
at the University of Surrey
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